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FOREWORD

This study was mandated by the 1986 Regular Legislative Session. It directed the
assessment of services to adults with mental retardation and the need for additional services
of particular interest to those who graduate from the educational system, which provides
for them, under PL 94-142, until they turn twenty-two.

Our thanks are extended to the Cabinet for Human Resources and the many other
agencies and individuals who assisted us by providing information and shared their con-
cerns with the research staff. The list is too long to mention all of them individually.

Special thanks to Commissioner for Mental Health and Mental Retardation, Den-
nis Boyd, Ms. Denise M. Keene, President-Elect of KARC, and Mr. Graeme Hopple, Presi-
dent S/LTRC, who reviewed the draft of the report and sent us useful remarks.

The study was conducted by LRC staff, Yair G. Riback and Gerard Donovan.
Gwyn Boyd and Gail Mathers typed the study.

Vic Hellard, Jr.
Director, LRC

The Capitol
Frankfort, Kentucky
February, 1988



NOTE: By its nature, the following study must use generalizations and statistical data
which often obscure the personal circumstances of the individuals involved. Since the study
cannot include individual histories, we would like to take this opportunity to salute the in-
dividuals we have interviewed, many of whom have fought hard to overcome barriers and
difficulties.

Further, we would like to add that we realize that some of the terminology we
have used, although generally accepted, might prove offensive to some. If this is the case,
we offer our apologies.

Yair Riback, Ph.D.
Gerard Donovan
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EXECUTIVE SUMMARY

Are services to the adults with mental retardation adequate?

This study’s major finding is that while existing services are adequate, they reach
only a small part of the population of adults with mental retardation.

The data which was available is skimpy, not only in that different sources disagree
but they also often rely on estimates and projections whose accuracy can be challenged. For
example, while it can be safely stated that the majority of the adults with mental retardation
are underserved and reside in long-term care facilities, the estimates of their number range
from 3,478 to 7,696.

The commissioner of the Department for Social Insurance, when asked how many
adults with mental retardation are in LTCF, responded by a letter (August 20, 1987) that
“‘the Department for Social Insurance does not have means to identify residents in long-
term care facilities by diagnosis . . . . Staff from this office [the Department of Social In-
surance] contacted staff in the Department for Medicaid Services and the Department for
Social Services. Staff of those Departments also indicated that there is no computer system
in their Departments to identify residents by diagnosis.”’ Thus, short of site visits to review
the 30,784 long-term care residents, there seems to be no way to know how many of them
are adults with mental retardation.

While the study makes several recommendations, it can not determine how many
people require service or what services they should receive.

Such a decision cannot result from a study. It is an administrative and budgeting
decision. This study could only point out the problem.

The present service system is full to capacity and can hardly accommodate more
clients. This problem is more acute in some rural areas for which the ICF/MR are an essen-
tial alternative.

The study also points out the difficulty of making accurate cost projections. It
was discussed in some length that cost estimates are highly speculative and that four dif-
ferent estimates were offered, ranging from $6.5 million to about $164 million in additional
costs. Thus the study cannot make any recommendation for a specific amount but only
state that more resources are needed.

The major findings and conclusions are:

e  There is no accurate data and all figures are estimated.

e There are up to 10,500 adults with mental retardation who do not receive ser-
vices.

) Residential services of all kinds now serve about 1,500 individuals.
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*  Only a small part of the adults with mental retardation are served, while the
great majority who need services are not receiving them. Most of the former
are in long-term care facilities.

* By CHR figures the average SGF per individual served in the community is
$27,655 in ICF and $13.221 in long-term care (CHR long-term ombudsman).

Most services which are offered are federal programs and the state must adhere to
their rules. Dollars in the communities are limited and little money can support only a small
number of people.

While the present study was underway, a CHR Task Force was preparing its own
recommendations to implement KRS Chapter 347. With a larger staff and better access to
information, they are in a better position to make more specific recommendations.

There are, however, three groups urgently in need of funding:

* Those who are on waiting lists and not receiving services;

* Those who will be deinstitutionalized as a result of a judicial review of their
case; and

*  Those who will need services as they graduate.

Intermediate Care Facilities received less attention in this study but they are essen-
tial for many severe and profound cases and they are, in the eyes of many, more stable than
community services. It is the opinion of these researchers that these facilities should be
strengthened in order to be able to accomodate those who need them. It must not be the
case that those who need this type of service will not be able to find it. Should the
number of beds be increased? We cannot tell without more accurate information and it is
up to CHR to make a case for that.

The study has recommended an annual growth rate to meet the needs of school
graduates and for additiorai programs. Such rate is hardly sufficient but essential.

The gaps between 1he number of people served and those on waiting lists are also
large and the reasons for this are different from region to region. Some indicated that there
is no use having waiting lists. Others say that such lists do not reflect the actual need for ser-
vices.

Concerns about the community-based services' ability to meet the needs of the
severe and profound cases have been expressed. It should also be noted that community-
based services which are a relatively new approach, still lack in experience to provide for
clients over many vears and through life transitions.

At the same time, as much as the community-based services profess to serve the
severe and profound, we have seen quite a few who seem to be ai the moderate or even mild
levels. This is not a negative condition by itself, because it is the conclusion of the study that
the determination of the residential setting ICF or community should be made on the basis
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of the individual’s condition. To this end there should also be some revisions of the statutes
(see Chapter IV).

The finding is that there is a substantial number of adults with mental retardation
who are not served and are in long-term care facilities. Their condition is not known. There
s a need to determine the fate of those people. It is not up to this study to tell what should
be done about them, but we are concerned about the magnitude of the problem and recom-
mend that CHR examine it and present a plan which will, at least prevent more people from
being placed in long-term facilities, and explore the feasibility of climinating the problem.






CHAPTERI
BACKGROUND OF THE STUDY

In its 1986 regular session, the Kentucky General Assembly requested the
Legislative Research Commission to study services to adults with mental retardation in the
state (SCR 57).

While the implementation of federal law PL 94-142 guarantees services to people
with mental retardation and to those who suffer from other developmental disabilities (DD)
during their school years, the General Assembly was concerned about the continuity of ser-
vice for individuals turning 22. SCR 57 directs the study to this portion of the population;
others are touched upon only incidentally.

The resolution directed the Legislative Research Commission to study the necessi-
ty for services for adults with mental retardation to assess current services and to study the
need for additional services. The report which follows is submitted to the Kentucky General
Assembly as a response to that directive.

The 1986 session also passed a comprehensive bill (HB 53, codified as KRS
Chapter 347), known as “‘the bill of rights”’, for persons with developmental disabilities, of
which the adults with mental retardation are part. While this bill, along with other statc
laws affecting people with mental retardation, will be discussed in Chapter 1V, its passage is
a recognition of the necessity for services to the adults with mental retardation and DD, and
is thus one response to the first question presented for this study.

It should be noted, however, that while KRS Chapter 347 recognizes the rights of
persons with developmental disabilities to lead as nearly normal a life as they can, it does
not mandate that the state provide needed services. In its first section, KRS Chapter 347
states that the service system needs improvement and provides guidelines for service; it also
lists some essential services and recognizes the DD person’s right to lead as normal a life as
possible. It calls for the development of a comprehensive plan to provide those services and
make those rights an obligation of the state. But in its last section, it says:

The responsibilities of the cabinet for human resources, the education
and humanities cabinet and the department of education to carry out the
provisions of this Act shall be limited to the amount of funding ap-
propriated to carry out the provisions of this Act. When such funds are
exhausted no action shall be taken to compel the provision of additional
services. [KRS Chapter 347(7).]

Examining those two actions of the General Assembly itself provided an answer to
the firsi research question presented for this study.



1. Are services to the adults with mental retardation necessary?

Yes. KRS Chapter 347 recognizes their necessity and provides service delivery
guidelines and lists essential services. In July 1987, the Cabinet foxj Human
Resources (CHR) established a task force to prepare an implementation plan.

This report concentrates on the second question:
2. Areservices adequate, and are more services needed?

Services reach only a small portion of the population. Community-based ser-
vices, while adequate for the most part, face budgetary and regional pro-
blems (e.g. weak economy, transportation). Essential services are available in
most regions. Institutional care remains an essential modality.

The rest of this report is an elaboration of this point.
Previous LRC Studies

‘ In 1951 the LRC conducted its first study relating to the adults with mental retar-
dation. At that time adults with mental retardation did not have many options:

Kentucky recognizes her responsibility for the mentally deficient in two
ways. One—through provision of institutional care for the feeble-
minded at the Kentucky Training Home. The other—by subsistence
grants to pauper idiots.!

Not only has such offensive terminology been dropped, but other changes have
made the treatment and options more humane and more responsive to human dignity and
rights.

Without community alternatives back in the fifties, the grim picture of those days

“is apparent by the fact that custodial services were the only option available besides the
““subsistence grants to pauper idiots.”’

The Kentucky Training Home, formerly the State Institution for the
Feeble-minded, is located at Frankfort. Its object is to provide mental
and physical training for the feeble-minded; actually, its service is
primarily custodial. It is the only public institution of its kind in the
State. However, Kentucky State Hospital at Danville cares for about 150
of the most difficult cases.2

A second study, recommends closing the Kentucky Training Home, after 98
years, and placing those who have nowhere to go in ‘carefully chosen and supervised foster
homes.? If this recommendation had been carried out, 906 residents would have been
released, 212 more than the facility’s official bed number.



It is remarkable that there were 1,200 mentally subnormals in State men-
tal hospitals which are not designed (o rehabilitate them. While this pro-
blem does not exist at present, the MR still seem to live with the conse-
quences of being attached to the mentally ill.4

Unfortunately, people with mental retardation still are treated as though they are
mentally ill. Their institutionalization is legally equivalent to the confinement of the men-
tally ill.

Sometime between 1958 and 1974, the Kentucky Training Home was finally clos-
ed; a 1974 study makes no mention of it, but some old problems seem to have remained.
The study recommended closing the Outwood facility. Its renovation was estimated to re-
quire $5 million and the recommendation was 10 build a new facility which would function
“in such manner that it will be readily assimilated in the community.”’s A new, modern
facility now operates in Dawson Springs.

It is worth noting that the Cabinet for Human Resources originally planned to
replace Outwood’s run down buildings with a new one to housc about 400 people. The Ken-
tucky Association for Retarded Citizens (KARC) won a lawsuit against CHR and, as a
result, the new Outwood facility houses only 88 people. KARC wished to direct more
money O community programs, however, money trimmed from institutional budgets does
not necessarily go into community programs.

In 1974 the community comprehensive care system was already in place and of-
fered these basic services: inpatient, outpatient, partial hospitalization, consultation and
education, information screening and referral rehabilitation.

Another study, Mentally Retarded Offenders in Adult and Juvenile Correctional
Institutions, LRC RR #125, 1975 will be reviewed in Chapter 1V.

Defining Mental Retardation

Mental retardation is a term which is used to describe many human conditions
with different, often unknown, causes. KRS 202B.010 defines a person with mental retar-
dation as:

. a person with significant subaverage general intellectual functioning

existing concurrently with deficits in adaptive behavior and manifested
during the developmental period.

This definition was based on one by the American Association on Mental Defi-
ciency. which was adopted by most of the states.

A recent trend is to deemphasize the diagnosis and base the definition upon a per-
«on’s ability to provide for his basic personal needs and define them as persons who are
unable to provide for their basic personal needs for food, clothing, or shelter, or to make



rational or responsible decisions concerning their welfare, or to understand that they lack
this capacity.

A person is considered mentally retarded if all three conditions eNist:

I. Subaverage general intellectual functioning. This is measured by what com-
monly is known as IQ scores. The intelligence scale, in spite of criticism about its validity, is
the only measure which gives a standard and more or less objective measure of retardation
(Table 1). This scale is the basis of the distinctions of retardation levels. The divisions of the
various levels, however, are artificial cutting points and should be taken as statistical ben-
chmarks. The individual’s true condition must remain PAramount 1o test scores.

TABLE |

LEVELS OF RETARDATION BY 1Q SCORES
& PERCENTAGE OF TOTAL POPULATION

Retardation 1Q Educational %% of Total
Level 7 Range Classification Population
Borderline 70-84 Not considered  persons
with mental retardation

Mild 55-69 Educable 2.7
Moderate 40-54 Trainable A8
Severe 25-39 Totally Dependent 10
Profound Below 25 Totally Dependent .05

TOTAL PERSONS WITH MENTAL RETARDATION 3.0

2. Deficits in Adaptive Behavior. This criterion relates (o the consequences of
mental retardation and is the basis for the educational classification of persons with mental
retardation in Table 1.

3. Manifested during the developmental period. The onsct of mental retardation is
at the early age of human development and it is a permanent, incurable condition.

Table 2 summarizes the major characteristics of each classification.

It is generally anticipated that mild cases, with some training, are capable of in-
dependent living in the community and holding competitive employment. Moderate cases,
with more intensive training, can live in group homes, but would require some ongoing
supervision and support to do so. They can also work in sheltered workshops. Some of the
severe and profound adults with mental retardation, who often have secondary physical
handicapping conditions, can participate in activity centers and live in group homes, whiic
others would require more intensive care.
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These general characteristics describe a wigeiy diversified population with a broad
range of capabilities and conditions.

It must be emphasized that al] three conditions must be met for a person to be
classified as a person with mental retardation. ‘There are cases of individuals with low I1Q
who are socially adjusted, or individuals with normai IQ but impaired social behavior;
neither of these types fits the definition. Also, there can be individuals who meet these two
criteria but whose difficulties began at a later age (e.g., aresult of illness or an accident).

It is equally important to emphasize that mental retardation Is a permanent condi-
tion which is not amenable to treatment and ot curabie. Persons with mental retardation
will remain so for the rest of their lives.

While it is not difficult to recognize severe and profound retardation cases, it is
more difficult to determine the moderate and mild Cases, because socio-economical and en-
vironmental factors are involved. Such determination is often judgmental and arbitrary
and suffers from various biases. There have been cases in the news of children diagnosed as
having mental retardation with learning disabilities, while in fact they merely suffered some
physical handicap (e.g., hearing, sight or speech impediment). A recent case which received
national attention was of a woman of normal inteiligence who was confined to a facility for
persons with mental retardation for many years because of undetected deafness.

Judgmental factors are even more acute wien criteria of adaptive behaviors are
used. Some individuals can well be judged as unadiusted to certain environments (e.g.,
school), while fully adjusted to their natural environment. There is a recent tendency, as in
the State of Hawaii, to de-emphasize personal traits and put more emphasis upon the con-
“sequences of their condition.

Appendix #1 provides a comprehensive definition of persons with mental retarda-
tion and related conditions.

The Population of Persons with
Mental Retardation snd Its Distribution

One difficulty of gathering information for the present study was the lack of
reliable data, an issue discussed in later sections. The present section uses only estimates of
the prevalence of persons with mental retardation based on rates which are acceptable by
most of the sources reviewed. ‘

Estimates of the prevalence of mental retardation range from as low as 1% of the
total population to as high as 39, (excluding borderline cases). This study uses the 30,
estimate, which is used by most of the sources reviewed. The Kentucky Division for Mental
Retardation in its annual plan, “Kentucky on the Move: Toward True Community Ser-
vices”” (Kentucky CHR, Department for Mental Heaith and Mental Retardation, June
1987), uses a .9% based on al973 study.¢

Table 3 presents the rates used by this study:



TABLE 3

DIGREE OF RETARDATION, EDUCATIONAL CLASSIFICATION,
& COMMONLY ESTIMATED PERCENTAGES

1.0. Percent Percent
Degree of Educational* (Stanford- Total of Retarded
Retardation  Classification Binet) Population ~ Population
Mild Educable 55-69 2.67 89.0
Moderate Trainable 40-54 18 6.0
Severe Totally 25-39 .10 3.5
Dependent

Profound Under 25 .02 1.5
TOTAL — — 3.00 100.0

Source: President’s Committee on Mental Retardation (1972)

“This classification is not used by CHR but rather by the Department of Education.

Table 4 presents estimates of the population of adults with mental retardation in
Kentucky by applying Table 3 rates to Kentucky’s demographic data.

TABLE 4
ESTIMATED NUMBERS OF ADULTS

WITH MENTAL RETARDATION IN KENTUCKY
(Population base: 3,814,400)

Total number of retarded 114,300 (all levels)
Total number under 5 years old 12,931
Total number 5—19 33,643
Total number 20—64 57,216
Total number 65 and over 10,642
Total number with mild retardation 102,759
Total number with moderate retardation 6,865
Total number with severe retardation - 4,005

Total number with profound retardation 1',716



Assuming that all the profound and severe cases need services and only half of
those at the moderate level require services, the estimated number of people in need of ser-
vices is anywhere from 9,150 to 15,600. The high estimate includes ail people with moderate
retardation and 3% from the mild. The number of adults can oe estimated between 6,450
and 10,920. Other assumptions yield different {igures and the estimates must be taken as
mcrely showing the magnitude of the problem and not as exact figures.

Table 5 presents the distribution of the population of persons with mental retarda-
tion by age and level of retardation among the 14 regional service centers. (Note that in-
consistencies between Tables 4 and 5 are due to different sources, a problem mentioned
other places as well.) .

The research literature also indicates that there are geographical areas of higher
concentration of persons with mental retardation; the statistical estimates do not reflect
this. For example, there is no data about alleged isolated communities in Kentucky with
higher retardation rates.

Up to 66% of the persons with mental retardation also have an additional
developmental disability of some kind (Table 6). While the diagram is sufficient to present
the magnitude of the problem, a more detailed rank order of secondary diagnoses is
presented in Table 6.

While no breakdown of secondary conditions was available to us, the prevalence
of secondary conditions was studied by several researchers. One such breakdown is
presented in Table 7 to illustrate the nature and prevaience rates of secondary diagnosis.

Such data suggests that destinctions between aduits with mental retardation and
other DD are meaningless because often these two groups are one and the same. Policies
and plans should regard them as such; KRS Chapier 347 is a step in that direction.
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TABLE 6

POPULATION OF PERSONS WITH MENTAL RETARDATION
AND DEVELOPMENTAL DISABILITIES IN KENTUCKY
(all ages and conditions)

MR DD DD also MR DD not MR MR/DD (MR + DD)

SOURCE: Based on CHR Annual Plan (op Cit)
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TABLE 7

RANK ORDER OF PRIMARY AND SECONDARY DIAGNOSES
REPORTED FOR THE MR/DD POPULATION

Primary Diagnosis: Frequency® %
Mild MR 104 23.9
Moderate MR 97 22.3
Severe MR 53 12.2
Schizophrenia 44 10.1
Behavior disorder 31 7.1
Other 28 6.4
Unspecified MR 21 4.8
Other psychosis 16 3.7
Developmental disability 14 3.2
Profound MR 9 2.1
Affective-depressive disorder 9 2.1
Alcoholism 2 S
Other physical disability 2 )
Not reported 3 B 7
TOTAL 433
Secondary Diagnosis: Frequency %o
Behavior disorder 107 24.6
Mild MR 68 15.6
Other 40 9.2 -
Schizophrenia 37 8.5
Moderate MR 31 7.1
Other psychosis 29 6.7
Affective-depressive disorder 21 4.8
Other physical disability 15 3.4
Developmental disability 12 2.8
Unspecified MR 11 2.5
Severe MR 10 2.3
Alcoholism 7 1.6
Drug Abuse 3 .7
Profound MR 2 S
Deafness 2 S
Not reported : 38 8.7
' TOTAL 433
SOURCE: Parkhurst, R., ‘“Need Assessment and Service Planning for Mentally

Retarded—Mentally Il People’
Mentally Retarded, F.J. Meno
Press, 1986.

11
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S. C. Plog and M. B. Santamour’ project the incidence of persons with mental
retardation to the 1990’s and, not surprisingly, conclude that there will be a larger popula-
tion of adults with mental retardation (Table 8). While the figures in Table 8 are of in-
cidence rates which are different from the previously used prevalence rates, they illustrate
the trend of growth. Plog and Santamour also discuss the consequences of the post-
industrial society upon mental retardation. k

TABLE 8
U.S. & KENTUCKY NUMBER OF PERSONS WTH MENTAL RETARDATION

BASED ON THE ASSUMPTION
THAT THEY COMPRISE 3% OF THE POPULATION (in thousands)

1970 » 1980 1990
AGE U.S. Ky. US. Ky. U.S. Ky.
Under § 515 8 651 ‘ 10 731 12
5-15 1,341 21 1,189 19 . 1,512 24
16 + 4,289 69 4,820 77 5,518 88
TOTAL 6,146 98 6,860 109 7,759 124
Discussion

A recent study? points cut that there is a lack of information about the prevalence
and incidence of handicapped people. The authors point out several problems which make
an accurate count difficult—among them: information is fragmented and different sources
use different statistics. Sometimes, they say, different reports have conflicting data. Dif-
ferent segments of the population might have different incidence rates. With the implemen-
tation of PL 94-142, regarding the right to an education of all handicapped children, they
say, more accurate information will become available about school-age children. This
report concurs with their conclusions.

While this report does not recommend an all-out effort to develop a data base to

capture all cases of people with mental retardation, it recommends a gradual effort to start
developing such data. '

Recommendation

[t is recommended that an information system about handicapped children in all
categories be developed in such a way that it can evolve into a comprehensive information
system which would follow the person with mental retardation beyond graduation. To do
this, CHR and the Department of Education should coordinate their information systems.
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After several years, a complete system wili evolve. Efforts toward such a system ;
should be coordinated between the Cabinet for Human Resources and the Department of
Education. |

The Martini/MacTurk Study also indicates that some disabilities are better known
than others, but still many mild cases of persons wita mental retardation are diagnosed as
merely learning disabilities. Presently, the only nearly complete data, due to PL 94.142, is
gathered by the public school system. Thus, the data gathered by the Department of Educa-
tion is the most feasible for projecting future needs. This approach is the least expensive
one for building a more complete information sysiem. Such an approach is also recom-
mended by 1. Rowitz, in “‘Guidelines for the Development of a Uniform Mental Health
Data Reporting System”’ (Journal of Mental Health Administration #9, 1982).






CHAPTERII
AVAILABLE SERVICES
Introduction

The paramount characteristic of persons wih mental retardation is the fact that
most of them who receive services will remain dependent upon the system for the rest of
their lives. Mental retardation is a non-curable condition. Most of the persons with mental
retardation can learn to function within the limitations of their conditions and many can
become productive and active members of the community. But in order to do so, they
always will need various degrees of support and guidance. With proper support many can
participate in society at large and use the same facilities as everyone else. The support which
is provided to them is commonly referred to as ‘‘services.”’

The state assumes responsibilities for services to the persons with mental retarda-
tion, mainly by the default of others. Often those who would seem the appropriate
caretakers, for a variety of reasons, simply cannot assume that role. In this respect,
community-based services are an attempt to put the responsibilities for the persons with
mental retardation back in the community.

Those who are dependent upon some residential setting, or upon other services,
will remain so for many years to come. It is a concern of this study that the service system
has not yet acquired experience in effecting smooth transition of clients from one stage of
life to another and is not yet geared to accommodate people in mid-life or late-life. The
research team saw only a handful of people at these ages; the majority seem to be young
adults. A -

There is a constant ‘‘supply line”” of new people who graduate annually from the
educational system. While it is not possible to know exactly how many of them will require
services, the fact remains that more people demand services every year, while those who
already are served will stay in the service system for many more years.

In addition, there is a need to accommodate a yet unknown number of people who
might be released from institutions as a result of a ruling in Samuel Doe, et al, versus Elbert
Austin, Secretary (U.S. District Court for the Western District of Kentucky at Louisville, C
82-0738-L9A). By some estimates their number is up to 350 people. The total number of
people currently in community-based residential arrangements is about 450 and it is doubt-
ful if such expansion is possible without more resources, but responding haphazardly to a
court order without a comprehensive plan can prove expensive in the long run.

While much discussion is mainly devoted to community-based services, the in-
termediate care facilities for persons with mental retardation (ICF/MRs) are an essential
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part of the service system, and remain a viable alternative, especially for severe and pro-
found cases and those from rural areas where community resources are scarce and spread
over large distances.

What Sefvices Are Needed

There are several models in the literature which describe the various services need-
ed for persons with mental retardation. As in other human services areas, it is difficult to
determine the need for services by merely translating individual needs into a service plan
and at the same time satisfying the requirements and restrictions imposed by various fun-
ding sources. In many instances individuals are caught in a bureaucratic web that delays
their access to needed services. This often results from the conflicts between individual
needs, a generalized service plan, and eligibility requirements of the funding sources. This
study refrains from dealing with KRS Chapter 347, which was the subject of a governor’s
task force.

A comprehensive approach to services for persons with mental retardation was
developed by the 1962 President’s Panel on Mental Retardation (Table 9). It displays an ar-

ray of services which takes into account the entire life span of the person with mental retar-
dation. '

Other service models available in the literature? indicated that a major barrier to
retaining the person with mental retardation within their most natural environment, their
own family, is often the fact that the retarded person seriously interferes with family life.
Other family problems, even those unrelated to the person with retardation, interfere with
their ability to care for him. Elderly parents often can no longer care for their adult children
with mental retardation.

A comprehensive need assessment in Kentucky!® identifies many needs of
developmentally disabled adults but it would be hard to translate their findings into a ser-
vice plan.

Often the terms used by service providers to describe their services are confusing
terminology. Appendix 2 attempts to address this difficulty by offering definitions and a
brief description of the services offered in Kentucky, and a summary of the eligibility re-
quirements and the conditions under which they can be delivered.

The plan of the Kentucky Cabinet for Human Resources!! outlines the principles
under which services should be provided. The overall principle is individually responsive
services in three essential categories:

To fully implement this individualized approach it has to be built into
service need identification, the classification system, and the service
design. The use of the essential services concept will allow a more ap-
propriate translation of client need into client services. This would be
true not just for residential and habilitation services, but for all services.
There are three essential services: :

16
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Access: Families and persons with mental retardation need someone they
can contact who can provide information about services and who has the ,
means to make services available to the client and their family. This
would include assessment of the need and planning to meet the need. It
would also include continuous follow-up to maintain the access.

Supervision: Supervision is having the responsibility for the care and
safety of the person with mental retardation. Persons with mental retar-
dation, to whatever degree possible, should be allowed to be indepen-
dent of supervision. The parents or other family are natural means of
meeting that responsibility when the person is dependent. The greatest
need of the family is to have the service system share that responsibility.
To determine what degree is the responsibility of the family or other
resources and what degree is the responsibility of the service system is
service planning.

Training: The belief that persons with mental retardation can learn and
grow is the force behind the need for training. This service is an exten-
sion of the family function and is one of society’s major goals for its
citizens. Many families lose hope in this area and many do not have the
skills necessary to accomplish this task. Society has met a portion of its
responsibility through mandatory school attendance. The service system
has to determine what other portion is the responsibility of the service
system and what is the responsibility of private enterprise, volunteers,
and other resources.

A truly responsive, accessible system should address these basic service
needs for all persons with mental retardation and their families. It may
be that, for some, through personal and private resources a major por-
tion of these needs are met and these families will need few services from
the system. Many other persons need services from the service system for
only a short time. Others need intensive services life long. Providing ser-
vices in this manner does not dictate the setting, does not establish
predetermined criteria, nor predetermine the amount of service needed
by the client.!2

The three service areas are broken into an array of services (Table 10) and the plan
makes 21 implementation recommendations. !3

With that, the upcoming task force report of implementing KRS Chapter 347 and
other studies, enough recommendations have been made about improving services. This
study cannot offer many new ones but stresses the need for a fresh policy. For this end it
provides background information and points out some weaknesses in the service system.
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TABLE 10
ARRAY OF SERVICES

Prevention:
Education & Consultation
Program Research & Development

Access Service: _
Case Management
Advocacy
Interagency Coordinatio
Transportation ‘

Supervision:
Crisis
Respite
In-home Support
Staffed Residences
Group Homes
Facilities

Training: -
Work/Adult Habilitation & Training
Supported Employment
Early Intervention
Preschool
Leisure & Recreation
Adult Education
In-home Training
Behavior Management

SOURCE: CHR MR/DD Plan, June, 1987

Another plan judged as outstanding in its approach and organization was review-
ed by the research team; it is explicit and concrete. The mission and philosophy of the Seven
Counties Three Year Plan (1987) is presented through a clear and concise statement of prin-
ciples:

Mission, Philosophy, and Organizational Goals:

The mission of services delivery system of a Mental Retardation/Developmental
Disabilities Program is to enhance the status, image, and development of people who are
mentally retarded and developmentally disabled. -

We believe that the programs and services designed to accomplish this mission
must be consistent with the following philosophical underpinnings: ’

1. Adherence to the prinéiple of normalization, which makes ‘ available to the
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mentally retarded patterns and conditions of everyday life which are as close
as possible to the norms and patterns of the mainstream of society ** (Nirje,
1969).

Provision of services in the least restrictive manner possible.

Respect for and facilitation of the social and emotional bonds between
disabled citizens and other members of our community.

Acknowledgment of the rights of disabled citizens.

Provision of services in a manner which maximizes opportunities for mean-
ingful interactions between disabled and non-disabled persons.

Awareness of and respect for the unique contributions which disabled per-
sons offer to other citizens and the community as a whole.

Such mission and philosophy can best be implemented through attainment of the
following organizational goals:

1.

10.

Development of a working partnership between the community and the ser-
vice delivery system.

Development of leadership to initiate and maintain networks of support and
assistance for mentally retarded and developmentally disabled citizens of the
region.

Development of meaningful involvement for consumers and consumer
representatives in planning, monitoring and evaluation of services.

Development of mechanisms through which to provide meaningful accoun-
tability to the community for the public resources utilized in the accomplish-
ment of the mission.

Development of an array of individualized services which are implemented in
community-based and integrated residential, educational, vocational, and
recreational environments.

Reduction of attitudinal barriers.

Efficient utilization of human and material resources available within the
community. ‘

Development of additional resources within the community to assist in the
accomplishment of our mission.

Assurance of protection for the legal and human rights of persons with men-
tal retardation/developmental disabilities.

Development of appropriate and usable management information systems
that will allow effective monitoring of the efficiency of services. -

20
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The Seven Counties Plan prioritizes and translates those statements into specific

needs (Appendix 3), identifies service gaps and outlines action goals along with completion
dates.

Of special interest are the Seven Counties services for rural areas (Appendix 3,
#4). Their involving many community agencies and other interested parties in the planning
process is also comtendable. This, however, is not to say that other regions don’t have

good plans. This report recommends that those regions who wish to improve their planning

process examine the Seven Counties plan.
How Many Need Services

When it comes to determining how many should be served, where they are, or who
currently gets what services, information is skimpy, with many discrepancies existing
among different information sources. Thus, deciding the number of people who need
which service is a guessing game. Had there been reliable data, service gaps could be iden-
tified and costs estimated. Unfortunately, it is not available. The estimate of the number of
people who need services and how many receive them is not reliable. One reason for this is
the fact that many agencies which provide services do not restrict them to adults with men-
tal retardation. Many clients receive multiple services that are often counted more than
once.

In the absence of a direct needs assessment study to determine the number of peo-
ple in need, most planning in Kentucky is based on a study done by M. F. Hogan!* in a
western Massachusetts region. Despite the demographic differences, there is no reason to
believe that a similar study in Kentucky would yield much different results from the Hogan
study, and the cost of such effort could thus not be justified. Table 11 presents the
estimated rates and number of people who need services based on that study. The estimated
number of “‘people in need’’ is two times higher than estimated above. The reason seems to

be that all moderate and unspecified percentages of mild cases are included in Hogan’s

estimates.

i

-
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TABLE 11

ESTIMATED NUMBER OF PERSONS NEEDING ANY ONGOING
SPECIAL SERVICES DUE TO MENTAL RETARDATION

Estimated Number of

Age Specific Kentuckians in Need
Age Group Rate of Need of Services
Birth to 2 .66% 2,970
3 thru 21 .68% 7,400
22 and up .53% 11,600
TOTAL .59% 21,970

In his study Hogan makes the following statement:

The.community service movement is built on a foundation of residential
services. It is particularly strange, therefore, that there is little useful
data on the need for community residential services.!

Table 12 estimates the number of people in need for residential services.
TABLE 12
ESTIMATED NUMBER OF PERSONS WITH MENTAL RETARDATION IN NEED
OF COMMUNITY RESIDENTIAL SERVICES

Estimated Number okf
Kentuckians in Need

of Community
Age Group Hogan Rate* Residential Services
Birth to 2 9.38%
680
3to2l 9.09%
22 and up 61.71% 7,158
TOTAL 7,838

*percentage out of the population of adults with mental retar-
dation



Deducting from the estimated 7,838 individuals who need résidéntia'l S
1,006 who are in ICF/MRs and in private institutions and the 452 in community living ar-
rangements, there are 6,380 people still in need of residential services, which is 81% of the
people in need.
The levels of care for those in community residential living depends upon their
condition. Applying Hogan’s rates of levels of residential support to the estimated number
of people who need residential care results in the figures presented in Table I3.

ESTIMATED NUMBER IN NEED OF COMMUNITY RESIDENTIAL SERVICE

TABLE 13

BY LEVEL OF SUPPORT IN KENTUCKY

Level of Support
& Definition
(service continuum)

% of People
Needing This
Support

Estimated Number of
Persons in Ky.
In Need of This
Level of Support

Minimal supervision
Periodic & backup support
for persons with indepen-
dent self-help skills but
needing some community
living help

Moderate supervision

Regular support & training
(e.g., 1:8 to 1:4 ratio) for
people who have basic self-
care skills but need help in

managing around their.

home

Supervised training
Regular on-site supervision
(e.g. 1:4 to 1:2 ratio) for
people needing some
assistance and much train-
ing in self-help skills

Supervised living

Intensive on-site supervi-
sion (e.g. 1:2 to 1:1 ratio)
for people needing con-
siderable or total assistance
& training in self-help skills

TOTAL:

44%,

15%

22%

10%

3,625

1,352

1,900

960

7,837

!

SR |

ervices, the
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A breakdown by the categories used in Table 13 of those who presently live in the !
community in Kentucky is not available.

While residential arrangements are the backbone of the community-based ser-
vices, it is the variety of day programs which determines the quality of life of the persons
with mental retardation in the community. According to Hogan, 77.6% of the persons with
mental retardation require some kind of day programs. Using the Hogan rates, the CHR
Plan estimated service needs in Kentucky, which are indicated in Table 14.



PERSONS IN NEED OF SERVICES BY SERVICES, ALL REGIONS

e e b L

TABLE 14

Existing Hogan Estimated # )
Service Numbers Service In Need Applying

__ Classification Served Classification Hogan to Ky. Gaps
Crisis Intervention 5Pls Crisis 76 Pls 5Pls

(MH Facility)
Case Management 8,3462 Coordination 22,400 14,054
Respite 7870 Respite 3,800 3,013
Habilitation Community

Day Program

Work Service

Adult Hab. & Tr. 2,891 Adult employment/ 6,992 4,101

Supported Emp. training

Preschool 252b Not Identified

Early Intervention 4820 Early Intervention 1,216 734
Residential 1,458 Residential 8,360 6,902

Group Home

Com. Tr. Home

Staffed Res. 452

(Daily & Periodic)

Cluster

AIS-MR

ICF-MR & Other 1,606¢

Private Facilities
Leisure Recreation 235b Social/Recreational 4,066 3,831
Support

In-Home Support 332 Not Identified
Not Identified Adult Education 3,572 3,572

aAll clients reported on Client Summary, assuming all receive CM.
bFee for service figure, not specifically identified on Client Summary form.
cProvided by Institutional Care Division & Health Plan.

SOURCE: CHR Plan, op. cit.
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Finally, accoriding'toﬂHogan, 58% of the persons with mental retardation popula-
tion need employment services, while 42% can find means of their own, with or without the
assistance of their family. Table 15 presents Hogan’s rates as they apply to Kentucky.

TABLE 15

PROJECTED NEED OF ADULT EMPLOYMENT AND TRAINING SERVICES FOR
PERSONS LABELED MENTALLY HANDICAPPED IN KENTUCKY

Level of Supervision % of Need According Number of Persons 1
and Description to Hogan Needing this Support
No special employment/training service 42% 4,872
Semi-independent Emp. 15% : 1,740

Job placement, support & stabiliza-
tion in competitive employment for
person with ability to work on task, few
interfering behaviors

Minimal supervision 17% 1,972
Minimal shelter & some training (e.g.,

1:12 to 1:8 staff ratio) for persons who

can work on task at about 25% produc-

tivity rates

Moderate supervision 9% 1,044
More intensive support (e.g., 1:8 to

1:6 staff ratio) for persons with some

interfering behavioral or medical needs

and whose productivity is less than 25%

Intensive supervision 16% 1,856

Intensive training & supervision (e.g.,
1:4 to 1:1 staff ratio) for persons with
substantial skill deficits (e.g., very ,
limited self-help skills) or significant *
behavioral/medical needs

TOTAL needing some assistance: 58% 6,728
TOTAL: 11,600
Applying the Hogan rates to each of the state’s regions would indicate that large

gaps exist between estimated needs and number of people served (Table 16). Even though

the accuracy of this estimate can be challenged, the existence of large gaps seems in-
disputable.
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Service Agencies and Clients

Several state agencies, fourteen regional comprehensive care centers, and
numerous non-profit or for-profit agencies are involved in providing services to the adults
with mental retardation directly or indirectly. This section summarizes the roles of the ma-

jor agencies.

Of the many state agencies involved in providing services to the adults with mental
retardation, two CHR divisions have major responsibility. The state MH/MRs plan cites
their mission, which is defined in the Governor’s executive order 84-599 (see chart).

Division of Mental Retardation: The Division shall, among other things, pro-
vide support to Community Mental Health/Mental Retardation Boards and
their subcontractors; assist in the allocation of State General Funds and
Federal funds for mental retardation services; monitor contracts with pro-
viders of mental retardation services; collect and disseminate data relating to
mental retardation services; disburse special equipment funds to the mentally
retarded; and provide administrative support to the Developmental Disability
Council; provide monitoring, technical assistance, training and public in-
formation services relating to mental retardation; establish service definition
criteria; provide crisis management services; provide coordination between
community mental health/mental retardation boards and other mental retar-
dation agencies and the public; and develop a residential services manual.!6

Division of Institutional Care: The Division of Institutional Care . . . . shall
provide residential services necessary for a complete service system for per-
sons with a mental illness or who are mentally retarded. The Division shall,
among other things, provide programs for acute forensic psychiatric services;
forensic services; hospitals and schools for persons with mental retardation;
alcohol abuse facilities; and alternate care facilities; provide budgeting and
fiscal services, personnel and staffing services; technical assistance, data col-
lection, analysis and presentation; standards for residential services; coor-
dination with regional mental health/mental retardation boards and local
agencies; and monitoring of contracted services provided at residential
facilities.!”

The Regional Centers: The Division for Mental Retardation contracts with
the fourteen regional Mental Health/Mental Retardation Boards for direct
services (see map).

The boards in turn provide direct services or contract with service agencies (most
of them non-profit). Those agencies receive federal and state funds through the regional
boards but also can raise other funds.

The departmental plan provides a summary of the statutes which establish the
community-based Comprehensive Care Centers (CCC) as follows (KRS 210.370 through

Recruit and promote local financial support for their programs.
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e Promote, arrange and implement working arrangements with other service
providers in their areas.

e Review and recommend the annual plan and budget.
e Administer the community mental health and mental retardation programs.

The Department for Mental Health and Mental Retardation Services is required
to:

e Allocate to the Boards available funds for disbursement in accordance with
their annual plans and budgets.

e  Review the program budgets and planned expenditures.

e Issue rules and regulations in regard to the governing boards’ eligibility for
state funds and approve fee schedules.

e Perform periodic reviews to determine the quality, efficiency and effec-
tiveness of services provided by each board.

It is not within the scope of this study to examine this structure. For the most part,
we find it adequate. Whatever problems there might be do not necessarily result from the
deficiency of the system but more likely from budgetary or other problems.

However, there is a built-in conflict between functioning in case management
which has strong advocacy aspects and being a service agency at the same time. When
regional CCC’s act in both these capacities, the conflict of interests diminishes their ad-
vocacy roles.

In addition to the community-based services, the state operates four facilities
which specialize in serving the adults with mental retardation:

Central State ICF/MR (50-bed capacity)

Oakwood ICF/MR (420-bed capacity)

Hazelwood ICF/MR (220-bed capacity)

Outwood ICF/MR (operated under contract) (80-bed capacity)
Total number of beds: 770

There are also five private institutions:

Cedar Lake Lodge (76-bed capacity)
Excepticon (180-bed capacity)

Higgins Learning Center (56-bed capacity)
Panorama (58-bed capacity)

Wendel Foster Carter (63-bed capacity)
Total beds in private institutions: 433.

More detailed treatment is in a later section.
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The CHR plan provides the following totals:

Community residential arrangements. . ..................... 452
Inhome support ....... ... ... . . 332
Total in community-based residential arrangements. .......... 784
ICF/MRs and other private facilities. . .................... 1,006

GRAND TOTAL 1,790
In private institutions .............. ... ... ... .. ..., L.....433

TOTAL All residential arrangements of all kinds: 2,223

It is safe to assume that this is a reliable, unduplicated count.

With only 2,223 people accounted for, where are the majority of the people? The
Office of the Long-Term Ombudsman in CHR estimates that 25% of long-term beds are
occupied by young and old adults with mental retardation. That is 7,696 beds out of a total
of 30,784 (the CHR plan puts the percentage at 11.3%, but their estimate of 2,800 seems to
be too low, as it applies to only 24,779. It is safe to state that the number is somewhere bet-
ween 3,478 and 7,700. This study estimates their number as 5,589 (average between high
and low estimates).

This figure also agrees with Hogan’s estimate of a total bed need of 7,837; CHR
accounts for 2,223, leaving 5,614 unaccounted for, which is close to our 5,589 estimate.

There is no easy way to figure out how many of those are capable of community
living. Many, no doubt, have deteriorated, due to the lack of proper services, making such
change impossible; this study therefore urges that efforts be made to prevent future place-
ment of persons with mental retardation in long-term beds, unless such placement is war-
ranted by their conditions. CHR should examine the feasibility of removing them to the
community or other appropriate facilities for persons with mental retardation.

Regional Services

This section presents the services in each region. First, there is a table based on
CHR data of the total number of people, of all ages who receive services (Table 17).

Table 18 presents the number of adults served either directly by the regional
centers or their subcontractors. Information for this table was provided by the regional
MR/DD Directors. This table and Appendix 10 also contain the list of regional affiliates
provided for this study. The table also includes the number of people on waiting lists. Some
regions, however, do not maintain waiting lists because there are no openings within the
forseeable future. This table and Appendix 10 also provide a list of regional service sub-
contractors as provided for this study.
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Differences in the figures amplify the probiem of data reliability. Differences oc-
cur sometimes even within a single source. Comparisons between Table 17 and Table 14,
both from CHR, and Table 18, reveal the following differences in state totals:

Table 17* Table 14* Table 18*
_ (all ages) (allages)  (adults)***
Case Management 2,022 8,346 3,284
Respite 393 787 473
Work Habilitation 1,547 2,891 1,576*
All Residential 396 452 467*
Leisure & Recreation 0 235 486*
In-Home Support 340 332 214

“Table 14 presents estimated number of people in need. Tables 17 and 18 are of people
served.

**Indicates adult services _
*##This includes people who are served both by the Comp Care Centers and their affiliates.

This study cannot reconcile the differences.

Differences in services among regions can be, in part, explained by regional socio-
cconomic development. For example, Northern Kentucky (Region 7) has manufacturing,
transportation, and outreaching interstate roads and its Comp Care has many affiliates,
private providers and other community resources. M.ost importantly, it has strong parent
groups and successful fundraising activities. Or. the other hand, Region 10, in the nor-
theastern part of the state, is primarily rural and half mountainous. Its only urban areas,
with the exception of some development in Rowan and Montgomery counties, are Boyd
county’s Ashland, Huntington, and lIronton metropolitan areas. Carter, Elliot, and
l.awrence counties are dominated by the coal industry, with about 10% unemployment.

In most rural areas there are limited opportunities for job placement; there are
transportation problems, a shortage of private providers, and meager community
resources.

In response to the researchers’ questiors, the MR/DD directors identified needed
services which do not presently exist in their region or are inadequate:

7 directors indicated the need for more recreation or day programs.
3 for more case management.

3 for more AIS/MR services.

4 for more transportation services.

9 for a formal transition program.

9 for more residential slots.
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6 for more rehabilitation programs.
8 for more employment opportuni:ics.

2 for more services for the adults w.ih mental retardation with behavioral

problems.

2 for higher salaries for workers (this was micntioned as a major problem in other
regions).

4 tor in-home training.

4 for services to aging adults with mental retardation.

INTERMEDIATE CARE FACILITIES

This section covers state and private iCE/VMRs and concludes with some concerns
expressed by parents. The Cabinet for Human Resources, through the Department for
Mental Health and Mental Retardation Services, Division for Institutional Care, has

responsibility for three of the four main state operated ICr/MRs; the fourth is operated by
Res-Care Health Services.

Services in the ICF/MRs include:

. Psychological services.

. Social services.

. Program services.

- Speech and hearing therapies.

. Physical and occupational therapies.
6. Recreation services.

7. Nursing services.

8. Dietary services.

9. Vocational services.

10. Foster grandparent services.

NS0 b —

According to the Division of Institutional Care:

Admissions (o state MR facilities are iniiaied oy tamily, guardian or
legal committee through local community MH/MR centers. The com-
munity MH/MR center information, screening, and referral service in
cach of the fourteen (14) community MH/MR center regions evaluates
the possibility of all community programs and processes referrals. An in-
terdisciplinary team at the state level evaluates the appropriateness of
admission to an institution and makes placement decisions. State
ICF/MR/DD programs are designed 1o serve primarily individuals with
profound and severe retardation and they offer basic training in liv-
ing/survival skills. Individuals with mental retardation having primarily
psychiatric problems are served by the psychiatric hospital system.
General admission criteria include residing in Kentucky and age (only in-
dividuals over 5 years of age are considered for placement).'8

The Hazelwood ICF/MR in Louisvilic is a 220-bed state facility. It is in an old
tuberculosis hospital and is lacking many nceaed accommodations. The total number of
residents at the facility is 216. Hazelwood is unigue to this state in providing residential ser-
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vice for non-ambulatory individuals. 206 o the residents are profoundly retarded, 7 are
severely retarded, and 3 are moderately retarded.

All 216 are non-ambulatory, 138 have seizure disorders, and 216 have speech and
language disorders. There is one court ordered acdmission. The average age of the residents
is 34. The oldest is about 60. Some of the aduits work in the work activity center doing pro-
duction work and are paid accordingly. Two work off the premises.

The residents of Hazelwood share rcoms with one to three people. Each person
has a bed, wardrobe, and a chest. The rooms are Gecorated individually to suit the taste of
the resident or their family.

Hazelwood does not have as many young admissions as they used to because there
are many more services in the community, inciuding less restricted schools. Some of the
school age residents go out to public schooi. Others of that age go to county classrooms
within the facility. The reason for this is that their physicians do not feel they could survive
transportation. Programs in Hazelwood consist of:

'

. Education

. Vocational training

. Physical Therapy

. Recreation

. Occupational Therapy

. Speech and Language Acquisition
. Independent Living Skills

B Neo WU IR S N

The school/vocational enrollments are:

45 Public School

21 Public School at Hazelwood

35 Vocational Training at Hazelwood

160 Adult Module Programs at Hazelwooa

The number of residents discharged in 1985-86 was 14. They were discharged to:

| Foster Care

1 Skilled Nursing Facility

9 Direct to Home

3 Died while on leave

The average length of stay for those discharged was inree years.

Oakwood ICF/MR is a modern 420-bed facility located in Somerset. Currently,
there are 416 residents. Oakwood opened in 1972 and consists of 26 buildings. The
buildings are arranged in a village configuration, with cottages bordering the outside and
the inner building serving for educational, vocational, and leisure activities. These
buildings include administration, service/mainienance, a community center (housing the
gymnasium, stage, and indoor-outdoor swimming pool), an educational complex, a 21 bed
infirmary, and an activity center.
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225 of the residents are profoundly retarded; 136 are severe; 41 moderate; and 19
are mildly retarded.

There are 13 non-ambulatory residents, 380 residenis with seizure disorders, 101
with epilepsy, and 229 with speech and language disorders. There are three court ordered
admissions.

Residents’ bedrooms have large windows; most are carpeted. Residents live two (o
a room. Each apartment contains an activity/classroom, a living room area, and dining
arca. All areas have been newly furnished, carpeted, painted, and color coordinated,
throughout.

Programs consist of:

- Self-Help Training

. Functional Living Skill Training

- Speech/Language/Total Communication £rograms
- Behavior Programming

- Physical or Occupational Therapy

. Vocational or Horticulture Training
7. Swimming Lessons or Aquatic Skilis
8. Recreation and Leisure Skill Training
9
1

DN W a9 N —

. Socialization Skill Training
0. Counseling

The school and vocational enrollments inciude 71 residents in public school and
416 attending educational training at the facility.
The number of residents discharged in 1985-86 was 66:

10 AIS/MR

52 Direct to Home

I Deceased

I Private Licensed Facility

I Skilled Nursing Home

I Transfer to Another State Facility

For those discharged, the average length of stay was 8 years, 4 months, for long-
term care and 23 days for short-term. Many of Gakwood’s residents are not yet ready for
community programs. The clients are mostly in their twenties, with a minimum age of six.
Oakwood has a waiting list of 20 to 30 persons.

Outwood ICF/MR is a modern 80-bed facility iocated in Dawson Springs. It cur-
rently has 77 residents. The breakdown by retardation level is:

Forty-three are profoundly retarded, 27 severe, and 5 moderate. There are two
blind residents whose level of retardation is not specified.

There are eight that are hon-ambulatory, 28 have seizure disorders, and all have
speech/language disorders. Two are deaf and eight are partially or totally blind. Forty-two
have behavioral disorders. There are four couri-ordered admissions.
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Living quarters are apartment-style, with two clients sharing a bedroom. Each
apartment has its own multi-purpose recreation room, as weli as dining room and outdoor
patio, complete with grill and picnic setting. Apartments are part of a duplex arrangement
and share a kitchen and service area. We have no information on what their programs con-
sist of.

The school and vocational enrollment incluce 51 in Day Training/Pre-Vocational
and 26 in Work Activities Center. No residents are eligibie for public education.

There were 17 discharged in fiscal year 1985-86. Sixteen were discharged to respite
and 1 to Glasgow ICF. The average length of stay for those discharged was 23 days for
respite. The ICE transferee stayed 17-1/2 years.

Private facilities:

Cedar Lake in LaGrange is a modern noa-profit licensed ICF/MR/DD with 76
residents:

Fight are profoundly retarded, 31 severe, 24 moderate, 10 mild, 2 are borderline
cases and 11s of average inteiligence.

There are five residents who use wheelchairs. There are 14 residents with seizure
disorder and 47 with speech/language disorders. There are no court-ordered admissions
and no school age residents.

Residents live in semiprivate rooms. Each suite has rour or five bedrooms, one to
three bathrooms and a living room and dining room/Kitchen.

Programs consist of:

. Four Work Options

. Recreation Services

. Living Skills

Anciilary  Services—Occupational, Therapy, Speech Therapy, Physical
Therapy, and Psychology/Behavior Management

5. Self-Help/Domestic Skills Training

6. Social Services/Counseling

7. Religious Services

$a 'l PO —

There are no “*school” classes because Cedar Lake serves adults.

No residents were discharged in 1985. Three residents were discharged in 1986;

one to his private home and the others to a licensed family care home. Their average length
ol stay was 10 years, 2 months.

Wendell Foster Center, Incorporated, is a modern, private, non-profit facility
with 63 beds located in Owensboro. Wendeli roster is the only facility within the Com-
monwealth of Kentucky specializing in residentiai training and therapy for children and

adults with cercbral palsy. Its clients are six years of age or older. Fifty-one of the residents
have mental retardation.
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Scven are profoundly retarded, 16 severe, 17 moderate, and 11 are mildly retard-
ed.

Forty-four are non-ambulatory, 37 have seizure disorders, and 63 have
speech/language disorders. There are no court-ordered admissions.

Residential rooms at the Wendell Foster Center provide quarters for four
residents and have an attached bathroom. Hospital beds are used because of the amount of
resident needs and staff lifting requirements. All rooms have exterior windows. Emergency
calls arc available at each bed site and in each bathroom. They are both audio and visual.

Programs consist of:

. Self-Help

. Communication/Language Therapy

. Physical Therapy

- Occupational Therapy

- Recreation/Leisure Time

. Citizenship Training/Community Awareness
. Health Education

NN R W —

The school and vocational enrollments inciude twelve that are in public school
and five that are attending educational training at the Center.
Wendell Foster had 14 discharges in 1983-86:

3 AIS Programs

3 Group Home

3 Personal Care Home
1 Skilled Care

I Deceased

2 Parents Home

I Family Care Home

I College

Of those discharged, the average lengtn of stay was about 11 years.

Panorama is a modern, for-profit iCF/MR/DD agency located in Bowling
Green. The total number of persons with mentai retardation at the center is 58 of school age
or older.

Five of them are profoundly retarded, i2 severe, 22 moderate, and 19 mildly
retarded.

All are ambulatory, 21 have seizure disorders, and 39 have speech/language
disorders. There are no court-ordered admissions.

The semi-private resident rooms are similar to dormitory rooms. Panorama’s pro-
grams consist of group therapies in the areas of:

1. Psychological Counseling
2. Behavior Management
3. Speech/Language Therapy
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4. Recreation
S. Occupational and Physical Therapy
6. Developmental Training

The school and vocational classes inciude sex education, laundry, cooking, health
and first aid. They have 22 residents in public school.
Panorama discharged 10 residents in 1985. They were discharged to:

3 Home

4 AIS Programs

| Foster Home

I Home of the Innocents

| Saddlcbrook Apartments

Panorama discharged 13 residents in 1986. They were discharged to:

6 Home

2 AIS Programs

2 Foster Homes

2 Children’s Treatment Center
| Higgins Learning Center

The average length of stay for those discharged was two years in 1985 and four
years in 1986.

Excepticon-Lexington Campus is located in Lexington. It is a private, for-profit
ICF/MR/DD located in the center of a residential area that includes single-family housing,
apartments, townhouses, and a shopping center. Excepticon’s capacity is 180 and it is serv-
ing 179 adults 18 or older with mental retardation.

Twenty-seven are profoundly retarded, 74 severe, 43 moderate, and 34 mildly
rctarded.

All residents are ambulatory, 29 have seizure disorders, and 90 have
speech/language disorders. There are no court-ordered admissions.

Residents reside in six apartments on a campus. Thirty residents live in each
building, 15 on either side of two common living rooms and a counselor/program aide

““station.”” Almost all bedrooms are semi-private, and each building has two private
bedrooms.

Programs consist of all residents receiving iraining provided by the facility school

and vocational enrollment includes:

1. 36 individuals now working at the Excepticon Workshop Corporation at 281
Big Run Road, Lexington;

2. 7 currently competitively employed in the Lexington community;
3. 45 attending the Satellite Center at 145 Constitution Avenue, Lexington, a
community-based day program providing training in cooking and other

housekeeping skills, independent traveling, social/leisure skills, shopping,
utilizing community resources, €ic.;
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4. 30 residents attending an on-camjpus fcce§a31§/-ii;en§ed work activities pro-
gram providing training and employment in janitorial/housekeeping skills,
dining room/““bus boy’’ service, time and money management, etc.;

5. 61 residents attending on-campus Learring Centers entitled Work Prepara-
tion, Daily Living, and Social/Leisure. R¢sxden:§ rotate through each center
for training in vocational, independent living, and leisure skills.

Two residents attend public school.
Eight residents were discharged in 1985. as follows:

4 Home

I Quest Farm

I Personal Care Home
I Psychiatric Facility

1 Another ICF/MR

Those discharged in 1985 had an average length of stay of 3-1/2 years.
Seven residents were discharged in 1986, as follows:

1 Home

1 AIS Program

2 Personal Care Homes
I Psychiatric Facility

2 Nursing Home

The average length of stay for those discharged in 1986 was 9-1/2 years.

Higgins Learning Center is a private, for-profit ICF/MR/DD located in Morgan-
ficld. Residences are dormitory style. Its 56 residents are school age or older, the average
age being 20. Their retardation levels are: Five severely retarded, 14 moderate, 27 mild, 3
borderline, and 3 of unspecified level.

Fifty-five of the residents are ambulaiory, one isin a wheelchair, 20 have seizure
disorders, 23 have speech/language disorders/delays, and three are severely autistic.

Higgins has the reputation of handling school-age residents with behavioral pro-
blems. About 20 percent of the admissions are court-oraered. They get the clients that AIS
cannot manage. Medicaid has told Higgins that the nigh functioning client of an IQ of 65 or
over may not be disabled enough to be in their facility. Yet Higgins knows something is
needed for the high functioning person with milc menzal retardation that has behavioral
behavior problems. Realizing that a lot of their clients get expelled from school, Higgins
has formulated its own day program for those that are sent home.

Higgins has students in high school and ciementary school including trainable
mentally handicapped classrooms and supported eimployment. Many of Higgins’ out of
district students attend public school and tuition acds up. Since Higgins no longer has the
extra funds for tuition, they have left the tuition issue for the parents and school to resolve.

The school/vocational enrollments:

46



26 Public School (1 Mainstreamed, 21 TMH, 4 SPH) )
12 Sheltered Workshop (4 Sheltered Workshop, 7 Activities, 1 Evaluation)
18 Center Day Programming

Seventeen residents were discharged in 1983, as follows:

8 AIS Program

1 Personal Care Home

4 Home

2 Sheltered Apartment

2 Facilities More Structured than Higgins

Seven residents were discharged in 1986, as follows:

6 AIS Program
1 Sheltered Apartment

. The average length of stay for those discharged in 1985 was almost four years and
for those discharged in 1986 three years.

The chairpersons of the parent groups of Hazelwood, Outwood and Oakwood ex-
pressed the following concerns, including that their children should not be moved into com-
munity residential programs because an institution, to them, is the least restrictive environ-
ment.

Their major concerns are:

1.  Community programs are not monitored enough.

2. Planned budget cuts may result in reduction of institutional care. The LRC
budget review subcommittee report (1988-90 general fund budget limitation
options record) recommended a total reduction for Hazelwood for the FY
1988-89 of $987,000 and $672,800 in FY 1989-90.

3. They suggest a review of the existing moratorium on ICF/MR beds.

4. The number of persons needing institutional care is increasing each year and
the waiting lists are growing.

5.  Outwood could handle many more persons if additional cottages were added;
presently the facility has been cut to 80 residents.

6. More programs are needed to keep the adults with mental retardation in
ICF/MRs and in nursing homes busy. (Having programs for adults with
mental retardation within long-term care facilities where adults with mental
retardation constitute about 23% of the population could also create pro-
blems.)

The idea of the courts annually reviewing institutionalized persons with men-
tal retardation is disturbing, since the average person does not have the
knowledge or direct experience to make such decisions. Morcover, such legal
processes will involve valuable staff time and will take professional time from
the residents’ care. They would be traumatic for the residents and their
familics and perhaps result in adults with mental retardation being put out in
the street.
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8. ICF/MRs should be upgraded.
9. Monitored group homes need to be funded.

Long-Term Care Homes

The last group of care facilities, with the largest number of persons with mental
retardation but without mental retardation services, is the Long-Term Care Homes (Nurs-
ing Homes). There are 30,784 LTC beds in Kentucky with 3,478 to 7,696 of them occupied
by old or young people with mental retardation. Applicants for LTC facilities are not
screened for mental retardation; therefore, their exact number and their retardation levels
of age are not available (as is indicated elsewhere in this report).

Long-term care clients whose care is funded by Medicaid must be diagnosed for a
major medical problem other than mental retardation. Recently, Medicaid started enforc-
ing this requirement in Kentucky. Such enforcement means that many of the persons with
mental retardation without such a major medical problem can be removed from the LTC
Medicaid beds without guarantee of alternative placement.

Ninety-five percent of the long-term care facilities are privately owned, and the re-
mainder are owned by county government or a nonprofit organization. These homes are
often called Nursing Homes, Personal Care Homes, or Family Care Homes. These LTC
homes vary in accommodations. Within most of them there is a variety of client beds which
offer different levels of care. The higher level of care beds are funded by Medicare for the
first 20 days and by Mecdicaid for the remaining care period. The lower level of care beds
are SSI and state funded.

The lower cost of room and board in long-term care homes, the moratorium on
ICF/MR construction, and the limited community programs may explain the large number

of persons placed in LTC facilities. This lower cost for LTC room and board is shown in
Table 19.

Unlike ICF/MR | skilled and intermediate care beds have a cap on the amount of
room and board paid by »{edicaid. Medicaid does not pay room and board for personal
and for family-care beds; it is paid through SSI chec? for those eligible. Some clients do
not receive enough SSI and the state supplements what their SSI does not cover.

Medicaid pays much more than room and board for LTC homes. It pays both in-
direct and direct medical services for those eligible for Medicaid in skilled and intermediate
care beds. It also pays medical services through medical cards for SSI individuals in per-
sonal and family care beds. This information is summarized in Table 20.

48



TABLE 19

DAILY COSTS IN THREE TYPES OF CARE FACILITIES
FOR PERSONS WITH MENTAL RETARDATION

Long-Term Care Homes State ICF/MR Private ICE/MR/DD
Skilled Care Bed $54* Central State $173 Wendell Foster $109
Intermediate Care Bed $38* Outwood $155 Panorama $85

Personal Care Bed $17 Hazelwood $126 Cedar Lake $76

Family Care Bed $14 Oakwood $100 Higgins $71

in private home
Excepticon $70

*Medicaid cap on room and board.
LTC figures are estimates.

SOURCE: Kentucky Cabinet for Human Resources for 7/1/87.

TABLE 20

LTC HOME: ROOM, BOARD AND MEDICAL SOURCES OF PAYMENT

Skilled and Intermediate Personal Care Family Carc
CareBeds: ~  Beds i ~ Home Beds:
Room and Board Room and Board Room and Board
Paid by Paid by Paid by

Medicaid if eligible SSIif eligible SSI if eligible
Indirect & Direct Medical Services Medical services
Medical Services Paid by Medical Card Paid by Medical
Paid by Medicaid (with SSI) Card (with SSI)
Cost Higher for Cost may be Higher Cost may be Higher
Non-Medicaid for Non-Medicaid for Non-Medicaid
Clients’ Clients Clients

The present ICF/MR and the community-based services cannot accommodate the
persons with mental retardation presently in LTC Homes. For this reason, the feasibility of
comp care centers providing some in-home services to persons with mental retardation in
[ TC residents must be examined. However, it doesn’t seem fair to overlook the non-
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retarded in the same facilities. Presently, four comp care centers intervene into personal
care homes offering only consultation and staff training. Such services are not covered by
Medical Assistance and most community mental health centers have eliminated personal
care home consultation programs because of the cost involved and limited reimbursement.
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CHAPTERIII

MONEY MATTERS

Sources of Funds Available to Persons with Mental Retardation

Understanding the funding patterns for persons with mental retardation requires
the knowledge of where the money comes from. In this section the funding sources and
their eligibility requirements are presented.

Federal Funds: (All Medicaid benefit programs—individual, group, institutional, etc.—are
72.2% federally funded with a state match of the remainder, as of October 1, 1987).

[ ]

AIS/MR Alternative Intermediate Services for the Mentally Retarded: This is
Medicaid money (‘‘waiver’’) for which some of the rules were waived to pay
for non-institutional residential care. The Medicare Waiver Program has its
own policies, procedures and regulations and the documentation of services
is per service staff note. Billing is based on cluster maximum and annualized
upper limits per client and by minimum-maximum for certain services within
the project. The reimbursement is by a fixed fee for services which is set by
administrative regulation. This is a major funding source (resulting from the
Home and Community Living Amendments, 1982), which allows the use of
Medicaid money for community services. The state must receive approval for
its plan (renewed every 3 years), which allows for a mixture of services. The
clusters are the administrative units for the AIS/MR. There can be up to 25 in
community group homes and up to 25 in residential services (the state has a
toal of 17 clusters, servicing 765).

DDA —Developmental Disability Act: This is considered seed money for new
projects. In some cases it can be a continuing allotment.

ICF/MR—Intermediate Care Facilities for the Mentally Retarded: These are
funded through Medicaid institutional funding, third party payments and
private care.

State General Fund:

MRSGF (Mental Retardation State General Fund): This is a project of con-
tinuation money which is adjusted for inflation. It also can be used as a Crisis
fund for individual clients in need. This source of funds attempts to respond
to regional needs to supply missing services. Payments are made on a daily
basis. This also includes SGFS (State General Fee for Service) A maximum
amount can be earned annually by providing services at a rate adjusted for in-
flation. Most of this fund goes into adult day habilitation. Services are
monitored by the division and documented on per-service basis or by a week-
ly summary note.
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ESEA—Elementary and Secondary Education Act: This is support service
money to the school districts for aid and materials for clients enrolled in
school.

Other funds available to the MR:
Medical Card: Medicaid funded health care card. Some persons with mental
retardation are eligible.

Section 8: A federal program administered by local agencies which pays in
part or in full for rent and utilities for eligible low income people.

Chapter I: Federal money which CHR receives from the Department of
Education for partial funding of the infant stimulation program.

Foster Grandparent Program: (no further information about this was provid-
ed).

Supplemental Security Income—SSI: A federal program that provides mon-
thly payments to aged, blind, and disabled people who have little or no
resources and income. The program is administered by the Social Security
Office but the funds are not Social Security funds. SSI is funded through the
U.S. Treasury from taxes collected by the U. S. Government. Eligible reci-
pients include adults with mental impairments that prevent them from doing
any substantial gainful work, or children with mental impairments that are
comparable in severity to one that would prevent an adult from working. The
impairment must be expected to last at least 12 months or to result in death.
One’s sources of income affect his eligibility for SSI. An eligible applicant’s
resources cannot exceed $1,700 for a single person and $2,550 for a couple.
Personal monthly income cannot exceed $336 for an individual or $504 for a
couple. Not all resources are considered, however. Homes and a few other
types of resources are exempt, and recipients are permitted up to $65 a month
of earned income plus one-half of earned income over $65 a month, or if
there is no unearned income, $85 of earned income plus half of the re-
mainder.

SSI has many work incentives, including trial work. During this trial period,
the person can continue receiving disability checks for 9 months, no matter
how much he earns. After completion of these 9 months, the work or services
performed will be considered, to determine whether the individual is engag-
ing in substantial gainful employment. A gauge for this is whether earnings
are at least $300 a month. These are just a couple of the work incentives. In
Kentucky SSI recipients are eligible for Medicaid, which can pay health care
expenses. SSI recipients may also be eligible for food stamps.

Department for Social Services—DSS: Persons with mental retardation are
sometimes eligible for D.S.S. benefits, but not because of their mental retar-
dation. D.S.S. funds residential services, Children’s Treatment Center,
emergency shelter, child protection, special needs adoption, day care, and
homemaker services. D.S.S. can subcontract with regional MH/MR boards
for services, mainly in urban areas.

Department for Employment Services: The Department for Employment

Services funds the Committee on Employment of the Handicapped through
the JTPA. Some funds can be channeled through the regional CCC.
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e Department of Health: The Department of Health funds lab work for some
persons with mental retardation.

e Department of Education: The Department of Education funds classroom
units for exceptional children through the foundation program. Additional
special education is funded by Public Law 94-142, the Education for all Han-
dicapped Children Act. The Department of Education’s special education
services are provided to qualified students from the ages of 5 through 21.
Preschool and kindergarten special education students are served by federal
grants, though some of these students attend regular kindergarten.

e  Vocational Education: Vocational Education services include programs for
the disadvantaged and handicapped in local high schools, liason projects bet-
ween vocational education centers and high schools on high school campuses,
and post-secondary institution programs. '

e  Vocational Rehabilitation: Through the Carl Perkins Act, the federal govern-
ment and the state match funds for vocational rehabilitation programs that
serve the developmentally disabled. The funds flow through the Department
of Education. These funds also provide for the Carl Perkins Evaluation
Center. Vocational Rehabilitation programs begin in 12th grade (following
an earlier evaluation). The state receives a grant for supported employment
through Vocational Rehabilitation.

e  Local Funds: KRS 210.440 to 210.480 allow for local taxes to be levied for
the handicapped. On January 18, 1988, CHR reported that at least two
districts levy this special tax.

Local funds can also be received through direct fundraising efforts or from com-
munity fundraising organizations (e.g., the United Way). Information about those
amounts is incomplete. In some cases there is a reluctance to submit this information,
because successful local fundraising is often «rewarded”’ by cuts in state allocations, ac-
cording to local agencies and state officials.

Costs, Allocations, Budgets and Expenditures

With so many funding sources, each with different requirements, it is not possible
to know how much money persons with mental retardation actually are receiying. The only
amount which can be determined is the money allocated through the Division .for Mental
Retardation to the MH/MR boards and the funds spent for ICF/MRs. Other funds which
benefit persons with mental retardation are not necessarily identified as such (e.g., SSI
funds). These funds come to them because of other eligibility criteria (e.g., low income,
age, etc.). _ '

In 1986 the SGF contributed 46.8% of the $22,400,721 for community-based ser-
vices, as shown in Table 21.
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TABLE 21

1986 ALLOCATIONS BY SOURCE OF FUNDS

SGF ' 10,490,843 46.8%
DDSA 723,759 3.2%
ESEA 411,119 1.8%
AIS/MR 10,775,000 . 48.1%
TOTAL 22,400,721

Table 25 provides a breakdown of these allocations by the regions and by services,
while Appendix 4 provides such allocations for each of the 14 regions by program areas in
the last five years. ' '

There seems to be a certain disparity in allocations among the regions, which is
augmented by the fact that larger urban areas tend to attract certain numbers of persons
with mental retardation from other regions. Such an observation was also made by several
people who were interviewed and is supported by findings in other research. No data to
support this was presented. To check such a claim, regional allocations were compared to
the size of the population and per capita rates (Table 26).

Comparisons of the percentage point difference between the regions’ population
and their funding levels shows:

1. Bluegrass: -5.0 percentage points difference
2. Seven Counties: -4.9 percentage points difference
3. Northern Kentucky: -1.5 percentage points difference
4. Mountain: -1.2 percentage points difference

(This means that the Bluegrass regions received 5% less in funds than its share of
the population). '

On the positive side are:

1. Comprehend: ' : -+ 3.4 percentage points difference
2. Pathway: | ~- 3.3 percentage points difference
3. Green River: -+ 2.6 percentage points difference
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The first group also receives lower per capita allocations:

State Average SGF: $2.75 All Funds: $5.87
Bluegrass SGF: 1.97 All Funds: 3.94
7 Counties SGF: 1.97 All Funds: 4.5
Northern Kentucky

SGF: 2.34 All Funds: 4.83
Mountain SGF: 4.16 All Funds: 4.68

The other groups have higher than state average per capita allocations:

State Average SGF: $2.75 All Funds: $5.87
Comprehend SGF: $.16 Al Funds: 19.85
Pathway SGF: 5.28 All Funds: 9.41
Green River SGF: 1.93 All Funds: 9.69

But while the overall numbers of people with mental retardation and allocations
are positively correlated, the lower share of the three largest urban areas (45% of the state
population receives 33.6% of the funds allocated to people with mental retardation) needs
{0 be examined because of the large number of people such differences affect.

It should be noted that while Region VIII receives the highest per capita alloca-
tions, it has higher overheads and transportation costs, due to its rural character and
smaller population.

How Much More Will It Cost?

Once again, projecting future expenditures is made difficult by the unreliability of
the data.

As a case in point, two estimates of the costs of implementing HB 33 (which pass-
ed in the 1986 regular session as HB 53 and was codified as KRS Chapter 447) were made in
1984, one by LRC staff and the other by CHR. -

The LRC Fiscal Impact Analysis estimated the 1986 expenditures at $29,427,200
of which $6,551,000 was additional funding, (Table 22 and Appendix 5). The Division of
Community Services for Mental Retardation estimated a need for $186,195,152, a mere
$156,767,952 difference (Table 23 and Appendix 6).
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TABLE 23

CHR COST ESTIMATES
Service # To Be Served Unit Cost Total Cost
Residential 3,313 $11,592/yr. $38,405,952
Education 300 $ 1,500/yr. $ 450,000
Vocational | 11,558 $ 7,200/yr. $83,217,6OO |
Support 13,760 |
Case Mgt. 13,760 $ 1,500/yr. $20,640,000
Therapies 9,632 $ 2,000/yr. $19,264,000
Respite 13,760
Intensive 10,320 $ 1,920/yr. $19,814,400
Non-Intensive. 3,440 $ 1,280/yr. $ 4,403,200
Support Total $64,121,600
Grand Total $186,195,152

Reasons that accurate estimates cannot be done are:

o there are no clear definitions of a “‘service’’ or a service unit.
e duplicated counts of people.

e inability to come up with a réliable number of people served.
e inability to determine how many will be served in the future.

The Division for Mental Retardation states that since the expansion of the state’s
service system would require identification and inclusion of all eligible people a five-to-ten-
year plan would be required. In Appendix 6, the CHR Secretary explains a few reasons for
the difference in the estimates.

This study cannot support either of these two estimates. The recipients of the two
estimates, being concerned about the large differences, asked a third party to settle the dif-
ference and have them evaluated; none was more authoritative than Dr. Michael Hogan
himself. Dr. Hogan stated that all such estimates should be ‘‘taken with a grain of salt”’
(Appendix 7). He provided yet another estimate, setting additional costs for implementing
HB 53 at $44,316,500 (Appendix 7, p. 6).

The authors of the present study estimate that, based on the reported number of
people served and cost allocations provided by the Division for Mental Retardation, the
“service gaps’’ can be closed atan additional cost of $31,089,354 (Table 24).
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TABLE 24

CLOSING SERVICE GAPS IN ESSENTIAL SERVICES (ADULTS)

H

Costs
Cost Close the Based on
Per Gap CHR This Study o
Unit (Hogan Population 1986 Additional
_ Service Served Figurgi) Estimate** Allocations ~ Costs
Case Mgt. $ 62 $ 871,348 $ 673,940 $ 519,310 $ 154,630
Respite 105% 1,512,526 $1,141,350 395,385 744,965
(ST + CT)
Work
Habilitation 1,786 7,324,386 10,483,820 5,163,980 5,319,840
Residential 2,945 17,363,720 3,840,280 1,330,946 2,509,334
(community
based)
Leisure/ 541 2,072,571 2,921,400%**
* 127,055 2,794,545
Recreation o . _
TOTAL 29,144,551 19,060,790 7,536,676%%%* 11,523,114
Other Services 14,864,045 19,566,24Q% %%
TOTAL 22,400,721 31,089,354

*This is the cost per potential client; actual cost per client served is $502.
“*This study used the conservative estimate of 10,878 people with mental retardation in need of services.
“**Assuming only half of the population will use this service.

“***The difference between this and the $22,400,721 allowed is used for other services and/or other age
groups.

*****These are the costs for other services allowing the same ratio of expenditures as in 1986.

The four estimates of costs to serve the entire adults with mental retardation
population (over 1986 expenditures) are:

CHR 1984 estimate - $163,794,431
LRC 1984 estimate - 6,551,000
M. Hogan estimate - 44,316,500
Present LRC estimate - 31,089,354

With such differences the only thing that can be stated is that there is a need for
more funds. The majority of the adults with mental retardation are not served and their
numbers increase every year. It is up to the legislature to decide how to respond to this



challenge. In residential services alone there are as many as 7,000 adults with mental retar-
dation in long-term care facilities whose needs are not met. This study cannot recommend
what to do about them, but merely state that they exist. ;

But there seems to be no doubt that the present system, both community-based
and ICF/MR is full to capacity and cannot absorb any significant number of additional
people without more funds.

Kentucky Compared with Other States

A national study of MR/DD spending places Kentucky in the 47th and the 48th
places in respect to total MR/DD spendings in the years 1986 and 1984." The study,
however, combines expenditures for MR and DD of all ages, thus making it impossible to
determine how Kentucky stands in expenditures for adults with mental retardation. It
would seem safe to assume that it is not much better. Kentucky also ranks low by all other
criteria in the Braddock study.

Table 27 shows Kentucky in the 49th place in percentage of personal income
(.075%) allotted to ICF/MR. Kentucky fares somewhat better when it comes to
community-based services; with .06%, it is in 38th place. It is not clear if private funds are
included, nor does the $27,398,251 include the $12,317,316 which Kentucky provides to
private ICF/MR.

Kentucky also does not fare well when MR/DD allocations as a percentage of
total state budget are compared: It is 4th from the bottom with .8% (with .42% going to in-
stitutional care and .38% for community-based programs. Table 29).

With $11.5 per capita annually, Kentucky is 3rd from the bottom in expenditures.
Only Wyoming spends less; Nevada ties with Kentucky. Per capita, Kentucky is last among
the states in institutional expenditures ($6.0) and the 12th from the bottom in community
care (35.5) (Table 30). _

A 1982 study made by the Tennessee Department of Mental Health comes to
similar conclusions when comparing Kentucky and 11 southern states. It is worth noting
that according to this study, Kentucky spends $6.86 for institutional care and $3.77 for
ICF/MR per capita (Table 32).

Another study which compares residential services places Kentucky 48th in the
number of residential services per 100,000 of the general population (Table 31).

It is not possible to determine if those studies compare the same figures in each
state. It is not clear how the Tennessee study could include community-generated revenue
when such figures were not available for the present study. The unreliability of data has

already been noted, but the similar conclusions reached by different studies indicate a
reason for concern.
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COMPARISONS OF REGIONAL ALLOCATIONS

Region
I Western
I1 Pennyroyal
III  Green River
IV Barren River
\Y Comunicare
VI  Seven Counties
VII Northern Ky.
VIII Comprehend
X Pathways
XI  Mountain
XII Ky. River
XIII Cumberland River
XIV Lake Cumberland
XV Bluegrass

ALL REGIONS

TABLE 26

SGF

Region of % of Total
State State MR Fund Per Per
Population Allocations Capita Capita
5.0 5.3 $6.47 $2.11
5.4 5.8 6.07 2.92
5.4 8.9 9.69 1.93
6.3 5.6 5.23 2.59
5.9 7.1 7.14 3.67
21.3 16.4 4.5 1.97
8.5 7.0 4.83 2.34
1.5 4.9 19.85 8.16
5.7 9.0 941 '5.28
5.3 4.1 4.68 4.16
3.8 3.8 6.01 3.90
6.4 6.4 5.94 3.10
4.8 5.4 6.64 2.32
15.2 10.2 3.94 1.97
100 100 $5.87 $2.75
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Table 27

MR /DD Expenditures for Institutional Services

As a Percentage of Personal Income,

Ranked by State: FY 1984
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Table 28
UNITED STATES
MR/DD Expenditures for Institutional & Community™
Services as a Percentage of Personal Income,
Ranked by State: FY 1984
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Table 29

MR/DD Expenditures for Institutional & Community
Services as a Percentage of the Total State Budget,

Ranked by State: FY 1983
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Table 30

MR/DD /nstitutional & Community*

Services Expenditures Per Capita,

Ranked by State: FY 1984
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TABLE 31

STATE COMPARISON OF RATES OF RESIDENTIAL SERVICE
PER 100,000 OF THE GENERAL POPULATION IN 1982

Ten Lowest Rates of All Types Lowest Rates of Residential
Residential Care for Persons Care for Persons with Mental
with Mental Retardation Retardation, 15 or Fewer Beds
50) Nevada (34.16) 50) West Virginia 2.7
49) Alabama (49.27) 49) Oklahoma (2.9)
48) Kentucky (50.72) 48) Kentucky (4.8)
47) West Virginia (52.92) 47) Louisiana (6.1
46) Arkansas (56.62) 46) South Carolina 6.1)
45) Arizona (60.60) 45) lllinois (6.3)
44) New Mexico (62.25) 44) Texas (7.4)
43) Georgia (63.07) 43) Alabama (7.7)
42) Indiana (72.40) 42) Virginia (8.0)
41) North Carolina (73.78) 41) Arkansas (8.3)
National Avg. (105.2) National Avg. (21.9)

SOURCE: Hauber, F. A., Bruininks, R. H., Hill, B. K., Lenkin, C. K., and
While, C. C. (1982), National Census of Residential Facilities, Minneapolis:
Center for Residential and Community Services, Department of Educational
Psychology, University of Minnesota.

TABLE 32
MENTAL RETARDATION SERVICES

1983 BUDGETED PER CAPITA
(including community generated revenue)

$31.64

Community

R  (ostitutional

12.06 .32 5"4” $24.74

i T T

[$2.76 | = L 51868

428 4 pammm
R

eesesl

$18.49

GA SC LA NC VA AR FL AL TN MS KY

SOURCE: Tennessee Department of Mental Health and Mental Retardation Breakthrough, Vol X, No. 4, Fall 1982.
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Discussion of Recommendations

The inadequacies of the data available for the present study have already been
pointed out. The consequences could mean major problems for planning and budgeting, as
suggested by the tremendous differences in cost estimates in Chapter III.

The gaps between the number of people served and those on waiting lists are also
large, and the reasons for this differ from region to region. Some have indicated that
waiting lists are useless. Others say that such iists do not reflect the actual need for services.

Concerns about the community-based services’ ability to meet the needs of the
severe and profound cases have been expressed. It shouid also be noted that community-
based services are a relatively new approach, thus lacking in experience to provide for
clients over many years and through life transitions. Some parents of persons with mental
retardation in facilities have expressed their concern about the long-term stability of
community-based services, suggesting that institutions are more stable in the long run and
less susceptible to budget cuts, policy changes or economic fluctuations, and that they can
be better monitored and are better suited to provide for difficult cases.

At the same time, as much as the community-based services profess to serve main-
ly severe and profound cases, we have seen quite a few of their clients who seem to be at the
moderate or even mild levels. No related data was provided. This is not a negative condition
by itself, because it is the conclusion of the study that the choice between placement in a
residential setting, ICF or community should be made on the basis of the individual’s con-
dition.

The finding is that there is a substantial number of adults with mental retardation
who are not served and are in long-term care facilities. Their condition is not known. There
is a need to determine their fate. We are concerned about the magnitude of the problem and
recommend that CHR examine it and present a plan which will, at least, prevent more peo-
ple from being placed in long-term facilities.
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CHAPTER IV
OTHER ISSUES
Legal Issues

The Resolution which ordered this Study (SCR 57, 1987) did not include a review
of judicial matters. However, such matters affect services and a few comments seem in
order. Appendix 8 lists major federal and state laws which affect the persons with mental
retardation. Recently, CHR also reviewed judicial matters and made several recommenda-
tions for change.20 "

The statutes do not seem to recognize that mental retardation and mental illness
are different phenomena and that persons with mental retardation have a life-long, in-
curable condition. Further, mental retardation itself is a generic term which includes a wide
range of conditions from mild to severe or profound. The statutes are not flexible enough
to accommodate their diversity by treating all conditions equally. Without a statute of their
own, persons with mental retardation are treated as mentally ill (KRS 202A and 202B) or as
part of the broader category of the developmentally disabled (KRS 347).

Commitment of persons with mental retardation Into an institution suggests that
they are mentally ill, since the dictionary defines commit as to place officially in confine-
ment or custody. A more fitting term to use is “‘entrusted,’” which suggests caring. The dif-
ference is not merely semantic. The law by which persons wth mental retardation are com-
mitted to an ICF was written to fit the mentally ill, with little recognition of the unique
characteristics of persons with mental retardation, and it was, in turn, derived from
criminal procedures. In part, it intended to protect the mentally ill from institutional hor-
rors, as such facilities once permitted.

Judge Allen recently ordered?! (presently under appeal) a periodic review of all
cases of persons with mental retardation in ICFs. Protection and Advocacy estimates that
300-400 individuals could be released from ICF/MR into the communities ““even if there
are no places for them to go.”’ This study has previously stated that indeed most of them
have no place to go. The community-based service system is full to capacity and without ad-

ditional funds, and relaxing zoning restrictions, most of those released will have no place to
stay.

Recommendations

/ /

It is reccommended that no person should be discharged from one place to another
unless there is a guarantee that he will receive at least a comparable level of care and that his
basic needs will be met.
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Any review of a case should take inio consideration the interests and welfare of
the individual and the recognition that mental retardation is a permanent and incurable
condition.

Even the aforementioned CHR review of KRS 202A and 202B, while offering
valuable revisions, is mainly concerned with ““proper’’ hospitalization procedure, as the ti-
tle of those recommendations implies; they fall short of recognizing the unique
phenomenon of mental retardation. Mental retardation is not an illness, ICFs are not
hospitals, nor are they places of confinement. They are, with all their shortcomings, the
product of an organized attempt by the society to create an environment where persons
with mental retardation can live, and for many of them it is the ““least restrictive environ-
ment,”” which provides for their basic daily needs, and where they can enjoy programs and
services which otherwise would not be available, or accessible for them. This is especially
true in rural areas.

Protection and Advocacy attorneys indicated that probably many adults with
mental retardation will be released to places where service will be available; however, they
said, the courts can only release them. The courts do not determine where they will go0.
Facilities are obliged to release them, but not obliged to make residential arrangements.
The writers of this study are concerned about the hardship that can be caused to discharged
individuals without the guarantee of continuation of care.

Decisions about the best interest of an individual should be left to professionals
who are better equipped to evaluate what is best for his welfare than judges, juries or'ad-
vocates.

It is not just the persons with mental retardation who will bear the burden of such
periodic reviews; the institutions must provide transportation, professional escorts, and
professional time to appear in court. Parents and guardians also will have to appear. Pro-
tection and Advocacy attorneys will spend much time, too, and so will judges. Protection !
and Advocacy has already indicated the need for more funds for such reviews.

And there are questions of who will serve as advocate for those released from in-
stitutions without a place to 80, or those who wiil slip away from the system. The plight of
the released mentally ill is not encouraging.

The following recommendation is made:

CHR should review all statutes which affect services to persons with

mental retardation to recommend changes to accommodate their special
characteristics.

Zoning and Community Living
KRS Chapter 100 enables counties and towns to have their own zoning or-

dinances. Quite often local laws conflict with deinstitutionalization of the adults with men-
tal retardation or other groups. Neighborhoods where house prices are more affordable
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and which have less restrictive rules tend to have larger numbers of group homes. As com-
munity placement continues, other groups of handicapped people (DD, mentally ill,
substance abusers, juvenile delinquents) also compete for the same locations.

In the course of the present study, the researchers have heard repeatedly about the
difficultics of establishing such group homes within communities. Some zoning restrictions
limit groups to 3 residents. Groups are sometimes kept small to avoid federal requirements
(e.g., sprinklers, special exits) and the additional expenses they entail.

The situation is summarized by a national study of zoning issues:22

Implementation of policies promoting deinstitutionalization of the men-
tally retarded, developmentally disabled, and mentally ill (hereinafter
collectively referred to as the “‘disabled’’) [and other groups] and place-
ment of these persons in community based residential settings infringes
upon local government’s control over land use within its boundaries.

From the local government perspective, however, the community
residence or group home in a residential area is an anathema. Residents
fear that these homes will depress property values and destroy
neighborhood tranquility. Accordingly, zoning authorities have
employed a variety of methods to exclude this locally unwanted land use.

Typically, the local zoning ordinance will designate certain areas of the
municipality as ‘‘single family residential’’ zones either expressly pro-
hibiting group homes or imposing burcensome special conditions upon
such uses. The exclusionary nature of these zones is often premised upon
restrictive definitions of ““family”> which limit occupancy in such zones
to persons related by blood, marriage, or adoption. Private landowners
have embodied similarly limited definitions of “family’’ in deed restric-
tions to prohibit the establishment of groups homes. Alternatively,
group homes are sometimes classified as boarding or rooming houses,
permissible in commercial but not residential zones. Another approach
is to treat group homes as akin to hospitals or nursing homes and limit
them to zones permitting such uses.

While federal courts have not yet definitely determined whether the exclusion of
the adults with mental retardation from residential zones violates their constitutional rights
to due process and equal protection, other court decisions, such as Judge Allen’s ruling,
have upheld their right to live in the least restrictive environment.

It seems that the adults with mental retardation are caught between the hammer
and the anvil. Their “‘right”’ to normalization will **free’’ some of them into communities
where their “‘right” to live in the manner by which they can survive is not recognized.

The Steinman study further says:

In Village of Belle Terre v. Boraas, a federal court upheld the constitu-
tionality of a local zoning ordinance restricting land use in single family
dwellings [see Steinman for case citations], the ordinance defined family
as one or more persons related by blood, adoption or marriage, or up to
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two unrelated persons living and cooking together as a single housekeep-
ing unit. Rejecting claimed violations of equal protection and rights of
travel, association, and privacy asserted on behalf of six unrelated com-
muter college students leasing a house in the village, the Court found the
ordinance to bear a rational relationship to the legitimate governmental
purpose of preserving family values and needs and to involve no depriva-
tion of any fundamental right . . . . The Court in Moore v. City of East
Cleveland, invalidated on due process grounds a city housing ordinance
limiting occupancy of a dwelling unit to members of a single family.
“Family’” was restrictively defined to include only certain, but not all,
categories of individuals related by blood or marriage. The plaintiff had

been convicted under the ordinance for sheltering an “‘illegal occupant”’,
her grandson.

More important are the conclusions and recommendations made by federal
courts, with which this study can only concur.

The complex and technical manner in which this large and diversified
group is to be treated under the law is very much a task for legislators
guided by qualified professionals and not by, perhaps, ill-informed opi-
nions of the Judiciary. In accounting for the diversity in needs and
abilities of the mentally retarded, government bodies must retain a cer-
tain amount of flexibility and freedom from judicial oversight in shaping
and limiting their remedial efforts. :

Further, the court observed, the distinctive legislative response, both in
Congress and the state legislatures, to the plight of the mentally retarded
underscores their unique problems and evidences a consciousness by the
lawmakers which belies a continuing antipathy or prejudice and a cor-
responding need for more intrusive oversight by the judiciary.2

Since community living is a major aspect of normalization of adults with mental

retardation (and the other groups) there seem to be no alternatives but to consider the
folHowing questions:

a. Whether the policy of deinstitutionalization preempts local zoning
prerogatives;

b. Whether state agencies or licensed non-profit corporations which pro-

vide governmental services to handicapped people are immune from

local zoning requirements in establishing and operating group homes;
and finally, ’

¢. Whether the residents of a group home constitute a family.
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Unless the legislature resolves these, and related issues, deinstitutionalization can
have disastrous results to the individuals involved.

So far, thirty-four states have enacted legislation authorizing, to various degrees,
the location of group homes in residential arcas.>

Abuse and Neglect

The research staff has no indications of any cases of abuse or neglect. On the con-

trary, the ICF and the numerous group homes which were visited seemed to be clean and
well maintained and their residents well treated. This opinion was reinforced by interviews
with staff, parents and residents.
However, there were a few comments made about possible abuse in two forms of living ar-
rangements: (1) in nursing homes where the persons with mental retardation often are ‘‘ata
Jow”’ status; and (2) in community placement where one or two persons with mental retar-
dation are placed with a family, ‘“‘and are washed and cleaned whenever an inspector
comes.”’ While such abuses may occur, the researchers have not witnessed any. It is true,
however, that ICFs are more amenable to unannounced inspections and visitations by fami-
ly, and some parents indicated that they have ‘‘better peace of mind’’ about them.

It is recommended that this issue be reviewed by CHR and corrective measures be
taken as necessary.

““Turning 22"’

The Massachusetts ‘““Turning 22 Law’’ was one impetus to the present study.
Thus, its brief outline is in order.>*

The “Turning 22 Law’" provides a two-year transitional planning process for
habilitative services for severely disabled young adults who will lose their entitlement to
special education upon graduation or by turning 22. It is a transition plan from the educa-
tional system into the adult service system. The intent of the law is to provide a continua-
tion of services to those who traditionally did not fit into any agency. A transitional agency
is assigned to manage each individual through the ‘‘turning 22”° process and to develop the
transitional plan.

The law establishes a Bureau of Transitional Planning and a Transitional Ad-
visory Committee which monitors the planning process and ensures that each individual has
an appropriate service plan. Its primary purpose is to establish a transition between the
cducational system and the community-based services. This is done through an interagency
and interdisciplinary planning approach. People receiving SSI & SSDI funds based on their
own disability, and those legally blind are eligible. The other criterion, for those who don’t
meet one of these two. is whether the person can work more than 20 hours per week in a
competitive environment. A Transitional Agency is designated for each individual and itis
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responsible for bridging the gap between the two systems by case management functions.
Appendix 9 is a report of the Massachusetts three-year implementation experience.

Should Kentucky enact a similar law?

Probably not. While ““Turning 22"’ is an excellent law, which can alleviate the
plight of many individuals, the Kentucky system, at present, cannot commit itself in the
manner which is implied by the Massachusetts law.

When asked, most regional directors agreed that, while it is a good idea, we don’t
necd it because they either already provide some of its elements in case management, or
can’t provide these services anyway. Similar opinions were expressed by some CHR people.

A small task force of CHR personnel and others, which was established in the
course of this study to examine the “Turning 22’’ law, came to the following conclusions:

TRANSITION: Persons with severe disabilities under the age of 22 receive special educa-
tion entitlement services from local schools. The majority of these individuals will need
continued services after leaving school. However, in Kentucky, no planning occurs prior to
graduation or reaching age 21 that addresses the need for transition to adult services and
there is no coordinated assistance in obtaining those services.

Some key issues are:

1. Who are considered in need of ‘‘transition’’?

2. Who is responsible?

3. When should the process begin?

4. What should be provided that will accomplish the goal of appropriate transi-
tion?

There are other approaches (besides the Massachusetts model), or models, that seek to ad-
dress the issue. For example, it is suggested that a thirteenth year be added to the educa-
tional process specifically designed to concentrate on preparation for leaving.

The primary response to this issue by Kentucky has been a Transition Project; a federal
grant project secured by the Department of Education and subcontracted to the Human
Development Institute at the University of Kentucky. The project has studied the issue and
has held a major organizing conference. Local school district representatives were brought
together to focus on the approach their local district will take. Two other similar con-
ferences are planned prior to the conclusion of the grant in October. The Department of
Education has responded to the need for follow-up on this activity and has assigned a staff
person to the issue of transition.

Conclusions:

1. A data base must be established. The scope of the need is just not known. At pre-
sent, there are 18,000 plus students in special education. All will not need transition
services, but no effort has been made to identify who does need transition. Also,
there is no effort underway to identify what does happen to those who leave the en-
titlement service. A tracking process should be a part of the data base.

2. Kentucky needs to establish a position on who should receive transition. Eligibility

criteria would be established if a program was put in place, but the question now is
how broad the commitment should be.
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3. Kentucky needs to establish who is responsible for providing transition. Kentucky
could choose the Massachusetts model that establishes a new administrative struc-
ture.

Another option would be to establish responsibility for ‘‘sending’” and “‘receiving.”’
The sender (education) would have specific responsibility for preparation, need
identification and assurance of appropriate transfer. The receiver would be respon-
sible for providing primary services, linking to other services, and follow-along.

A third consideration could be the use of the existing law that established a *‘Bill of
Rights” (HB 53). The designated agency responsible for the administration of HB
53 could be the responsible agent for transition, being one function among many to
provide comprehensive services.

4. Additional resources are essential to meet the needs.

A recommendation on which of the options to adopt in Kentucky should come
from CHR rather than from a legislative study.

As indicated earlier, the Kentucky service system adequately serves those clients it
has, but is hardly capable of handling a greater demand for services without additional
resources. With people graduating from school each year, services must expand at rates
that match the increase in the number of those eligible.

The Department of Education Report for the 1985-86 school year provides in-
formation about handicapped graduates. The report provides statistical data about various
handicapping conditions, but it does not indicate the total number of persons with mental
retardation, since persons with mental retardation can be classified according to some other
handicaps. Table 33 presents the number of graduates by age and the basis for their exit
from school. It can be safely assumed that most of those graduating at age 20 and 21 are
more severely retarded than those graduating at the regular age of 18 or 19. It also can be
assumed that those graduating with a diploma are higher functioning than others. Thus, of
the 606 graduates with mental retardation (19 and over), 134 are assumed to be severely
handicapped. With the many unknowns that plague this study, it is not possible to know
how many of them will require services, but only a few can be served at present. More
students graduate from school every year, at about the same rate.

The Department of Education estimates that 1,807 1985-86 graduates will need
3,030 service slots; of these 53 will require residential services (Table 34).

While the service list used by the Department of Education does not match that of
CHR, it is not known how many people are eligible for service and how many will actually
request services, but the figures are sufficient to indicate the growing pressure on the service
system to accommodate an ever growing demand. Fifty-three needed residential slots repre-
sent 11.8% of the existing community-based residential population and 3.6% when the ICF
are included.
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The service system, in all of its facets, must be responsive to this growing need,
and must grow at least by an annual rate of 5%. This rate must continue until the system
can meet growing demands for services and until the number of people exiting due to death
or retircment equals the number of newcomers. Since services to the persons with mental
retardation are lifelong, such a growth rate should continue for many years.

State Use Law

According to KRS 45A.470, Kentucky state agencies must give first preferences in
purchasing goods or services to prison industries and second preference to the industries for
the blind and other severely handicapped. To qualify, such industries must be non-profit
agencies of the severely handicapped, which includes the adults with mental retardation.

Unlike some other states, Kentucky does not link the Purchasing Division and the
agencies of the severely handicapped. It does not provide for a committee to facilitate pur-
chases of products or services of the severely handicapped, nor does it create a non-profit
agency to facilitate the distribution of orders.

Presently agencies of the adults with mental retardation need to develop their own
distribution agency which will act as a contact with the state’s Purchasing Division.

Until such an agency is created, agencies of adults with mental retardation need to
develop their own strong selling effort. They need to contact the Purchasing Division as en-
treprencurs and vendors and make the Division aware of their services, products and prices.

There are simple jobs, such as assembling parts, that are well-suited for industries
of adults with mental retardation for which alternate employees are hard to find. At the
same time, small businesses sometimes feel disadvantaged in competing with prison in-
dustries or with the severely handicapped for this simple work. This is not only because the
latter have preferential sales, but also because they have lower wages and overhead, which
can make them more competitive.

Work Habilitation Services

Employment opportunities for the adults with mental retardation include
sheltered workshops and competitive employment, which are also offered to the other DD
persons.

There are 17 sheltered workshops in addition to the workshops listed in Table 18.
These arc the workshops under Vocational Rehabilitation. They serve 450 persons, of
whom 80 to 90 have mental retardation. Fifty percent of their funding is from actual work
performed. Vocational Rehabilitation (through the Department of Education) pays the re- .
maining $2,200,000 for the workshops. Supplemental funding comes from the United Way,
donations, contributions, and sometimes local government. JTPA also funds some
sheltered workshops. Workshops provide evaluations, training, work, and a component
for the lower functioning. The earnings are below minimum wage, job termination is low,
and job security is high. The work setting is not integrated.
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The latest trend is competitive employment with integrated employment at com-
petitive wages. Included in this is supported employment. Among the supported employ-
ment providers is Project ASSET (Approach to Statewide Supported Employment Transi-
tion). ASSET was created recently when Kentucky received a five-year federal grant of sced
moncy for supported employment. It also receives money from the Developmental
Disabilities Council and the Department of Mental Health and Mental Retardation Ser-
vices. The federal grant is managed by Project ASSET under the Kentucky Office of Voca-
tional Rehabilitation. The grant structure defines supported employment as renumerative
work, 20-40 hours per week, generally minimum wage in an integrated work setting, for in-
dividuals who are severely handicapped and require ongoing support on the job for an ex-
tended period.

As of August 1987, ASSET’s nineteen funded projects had spent roughly
$393,182 of the money granted to them. Although this is nearly three times the amount of
wages earned ($137,779), it is important to keep in mind that as additional people become
employed, wages will continue to increase, while the rate of spending will remain basically
the same. For example, the $61,227 in wages earned in the second quarter of this year was
nearly $25,000 more than the $36,427 earned in the first quarter. Project ASSET likes to
point out that if you divide the amount spent by the number currently working, the average
per person ($3,674) compares favorably to the estimate by the Division of Mental Retarda-
tion for cost of day services per client ($3,500—$4,000).

Furthermore, ASSET says that persons in supported employment earn much
more than persons in traditional day services, such as sheltered workshops and work activi-
ty centers. The 107 individuals now placed in jobs are earning more wages, paying morc
taxcs, and receiving less in social security benefits than they were before they were placed.

The problems lie in the low number they serve, job security, and the client’s
average length of stay on the job. Forty-nine individuals were working at the beginning of
1987. Ninety-two new placements have been made in this year. There have been twenty-
four job terminations in 1987. It is difficult to calculate an average stay on the job, but the
number is low and job termination is high.

When organizations apply for a grant from ASSET, they must include in their
proposal a plan for finding other funding sources to continue their program after ASSET
funding ends. The funded programs have to this date been able to find such funding from a
variety of sources, which have included the local Comprehensive Care Centers, other OVR
programs, local United Ways, and local governments. Even with this guarantee, job securi-
ty is questionable.

There are three models of supported employment: individual job coach, enclave,
and work crew. The degree of integration differs according to the model. The individual
job coach is the most integrated and the work crew probably involves the least integration.
Of the 107 individuals working on June 30, the breakdown was as follows:

77 (72%) in individual job coach

16 (14%) in enclaves
14 (13%) in work crews
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Of the 107 individuals working on June 30, ninety-seven had mental retardation
as a disability. The level of retardation breakdown was as follows:

Borderline Intellectual Functioning: 13
Mild Mental Retardation: 54
Moderate Mental Retardation: 27
Severe Mental Retardation: 3

These figures demonstrate that Project ASSET hardly meets the federal require-
ment of serving adults with severe mental retardation.

There is some question as to whether supported employment can adequately serve
the large number of adults with mental retardation.

Competitive employment for the adults with mental retardation can include more
than restaurants and hotels. It can include manufacturing that is unlike that of a sheltered
workshop. This is a new development and Louisville is fortunate to have Custom Manufac-
turing, modeled after Minnesota Diversified, the internationally sought model. Custom
Manufacturing employs about 200 handicapped, including adults with mental retardation.
Wages have gone from 16 cents an hour in 1981 to $3 an hour in 1986. Paid vacations and
some sick benefits are also incentives for the workers.

About 15 percent of the company’s work force is non-handicapped, providing a
model to employees and aiding the organizational structure of the company.

Unfortunately, if the handicapped worker makes too much, he becomes ineligible
for social security benefits covering medical care.

Custom Manufacturing offers janitorial services, pipe-cleaner manufacturing,
assembly/packaging, microfilming and light gauge metal fabrication. It operates as a small
business under short-term or long-term contracts with both local and national firms.

In 1981, Custom Manufacturing Services Inc., then a sheltered workshop, was
receiving about 80 percent of its operating income from federal and state subsidies through
programs designed to employ the handicapped. This year, still nonprofit, the firm will only
receive about 16 percent of its income from federal and state sources.

Mental Retardation: Challenge for Corrections
(This section was prepared by Leonard Miller, PSY.D.,
Director, Division of Mental Health, Corrections Cabinet.)

A 1975 report prepared by the Kentucky Legislative Research Commission (RR
#125) suggested that a new secure institution be built to accommodate mentally retarded
and borderline adult inmates in the Commonwealth’s prison system. This report was pro-
phetic in anticipating the need for a ‘‘special needs’’ institution in Kentucky. In 1981 the
Luther Luckett Correctional Complex, adjacent to the Kentucky State Reformatory, open-
ed and ushered in a new era for offenders with unique needs. The Luther Luckett Correc-
tional Complex was and remains unique in the nation. It is comprised of a 480-bed close
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security prison adjacent to a 97-bed maximum security forensic psychiatric hospital. Until
the Complex opened, Kentucky had no institution specifically designed and staffed to ac-
cept inmates who, because of developmental, psychiatric, and other disabilities, could not
function within the inmate populations at The Reformatory or The Kentucky State
Penitentiary.

As stated earlier, the 1975 Legislative Research Commission report focused on the
nceds of the mentally retarded inmate. However, mental retardation seldom occurs in 1sola-
tion. Especially in correctional populations, mental retardation is frequently encountered
in a complex matrix of mental illness and/or maladjustment, medical problems (notably
cpilepsy and varied neurological dysfunctions), and pervasive cultural deprivation. Hence
rarely is one speaking only of mental retardation. Also, since the 1975 report, drug abuse
has become prevalent in our society and chronic in offender populations. The diagnostic
dialectic of mental retardation versus major mental illness versus organic dysfunction from
substance abuse has emerged as a major one of contemporary corrections. The picture is
further confused by the phenomenon of deinstitutionalization. The practical implication of
the latter is that persons who a decade ago would have been treated in mental hospitals are
now diverted to the criminal justice system.

Correctional mental health practitioners have responded to the above complexity
by adopting more complex, sophisticated diagnostic models. For example, the dually
diagnosed client has become commonplace at facilities such as Luther Luckett. To avoid
unnecessary stigmatization the Corrections Cabinet has utilized the umbrella term ““special
needs,” as opposed to ‘“‘mentally ilI”’ or “‘retarded.”’ Inmates with varied and mixed
disabilities are represented in the population at Luther Luckett.

The 1975 report alluded to above rightly raises the issue of test scores as valid in-
dices of mental retardation in a prison setting. Note that both a measure of intelligence as
well as one of adaptive functioning is nceded to warrant a diagnosis of mental retardation.
A group measure of intelligence (such as the BETA) is used for screening purposes. Persons
scoring below a cutoff point are then referred for an individually administered intelligence
1est, usually the Wechsler Adult Intelligence Test, Revised. Group administered tests are
not sufficient to render a definitive intelligence quotient. Since the hectic pace ol a recep-
tion center is not optimal for test administration, low scores (particularly in group ad-
ministcred measures) must be validated, that is, checked by an instrument such as the
WAIS-R. There is a nced for more psychologists in the reception center to meet the com-
plex diagnostic needs of many exceptional persons entering the correctional system.

After increased diagnostic services, the most pressing need of mentally retarded
mmates is for specialized educational and habilitative programs. This would involve a new
cadre of correctional personnel as well as ‘‘real work’’ programs, of the sheltered workshop
variety, suited to the aptitudes and needs of the retarded. The Legislative Research Com-
niission’s 1975 report is correct in observing that the disbanded Operation RESTORE
Vocational Rehabilitation program never meaningfully addressed the needs of developmen-
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tally disabled inmates. Following the report’s plea for interagency cooperation in meeting
the needs of Kentucky’s mentally retarded inmates, an ideal solution might be for the Cor-
rections Cabinet to collaborate with the Division of Mental Retardation and Vocational
Rehabilitation to begin training programs, sheltered workshops, and other programs in
specialized settings such as Luther Luckett. Obviously, without provision for placement
and follow-up after release, such programs would be futile; this cannot be overemphasized.

In November, 1987, the Director of Mental Retardation, a Legislative Rescarch
Commission representative, and the Director of Mental Health for the Kentucky Correc-
tions Cabinet attended a week-long national planning conference for developing a systemic,
interagency plan to address the needs of incarcerated mentally retarded citizens. As the
1975 report states, such interagency approaches comprise the only legitimate hopc of men-
tally retarded inmates in Kentucky for a better future.
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APPENDIX 1
Definitions of MR and Related Disabilities

A principal authorative source for defining mental retardation and other mental
disabilities is the “Diagnostic and Statistical Manual of Mental Disorders” published
by the American Psychiatric Association (DSM-III) (3rd edition, Washington, D.C.,
APA, 1980). The manual acknowledges that:

Although this manual provides a classification of mental disorders,
there is no satisfactory definition that specifies precise boundaries
for the concept ‘mental disorder’ (also true for such concepts as
physical disorder and mental and physical health). Nevertheless,
it is useful to present concepts that have influenced the decision
to include certain conditions in DSM-III as mental disorders and
to exclude others.






Definitions of mental retardation and related disabilities (source:
Legal Rights of Handicapped Persons, Robert L. Burgdorf, Jr., 1980).

Mental Retardation  (pR)
. Defined: *“Significantly subaverage general intellectual functioning,
! existing concurrently with deficits in adaptive behavior, and
' manifested during the developmental period.”” American
Association on Mental Deficiency, Manual on Terminology
and Classification in Mental Retardation, (Grossman, H.,
ed., (1974)). Adaptive behavior along with 1.Q. scores are
the key factors in evaluating the degree of mental retarda-
tion.
Subcategories:
(a) Mild mental retardation — 1.Q. score between 50-70 (85
percent of all mentally retarded persons).
(b) Moderate mental retardation — 1.Q. score between
35-50.
(c) Severe mental retardation — 1.Q. score between 20-35.
(d) Profound mental retardation — 1.Q. score below 20.

Causes: (a) Genetic defects

(1) Down'’s syndrome — results from the presence of an
extra chromosome (47 instead of 46); evidenced by a
number of unusual physical and mental charac-
teristics.

(2) Phenylketonuria (PKU) — a hereditary defect that
results in the inability of the body to properly
metabolize a particular amino acid (phenylalanine).
Once the amino acid builds up in the blood, it causes
damage to the brain resulting in mental retardation.

(b) Prenatal damage to the fetus

(1) Infectious disease (i.e., rubella, syphillis, or men-
ingitis) contracted by the mother during pregnancy.

(2) Glandular disorders in the mother.

(3) Poor prenatal care.

(4) Nutritionally deficient diet.

(5) Use of certain drugs during pregnancy.

(6) Excessive X-rays.

(7) Damage to the fetus caused by accidents or other
physical injury during pregnancy.
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(c) Perinatal damage to the fetus (injuries during the birth
process)
(1) Lack of oxygen during delivery.
(2) Prolonged labor.
(3) Unusual stress.
(4) Physical injury to the fetus.
{S) Premature birth.

(d) Postnatal injuries
(1) Serious injuries to the head.
(2) Metabolic disorders and glandular imbalances.
(3) Shock.
(4) Some childhood diseases.
(5) Serious illnesses (i.e., encephalitis and meningitis).

Treatment:
PKU'’s damaging effects may be avoided by a special diet.
Otherwise, educational and vocational programs are
available to maximize the potential of mentally retarded per-
sons and enable their integration into society as much as
possible.

Additional Information:
Association for Retarded
Citizens — U.S.
2501 Avenue J
Arlington, TX 76011

American Association on Mental
Deficiency

1719 Kalorama Road, N.W.

Washington, DC 20009

Joseph P. Kennedy, Jr.,
Foundation

1701 K Street, N.W.

Suite 205

Washington, DC 20006

Emotional Disturbance and Mental Illness (MH)

Defined: Disorders of the mental processes, usually evidenced by
: inappropriate behavior and inability to function in society.
Causes: (a) Organic — Those conditions associated with some iden-
tifiable physical cause (i.e., senility resulting from
hardening of the arteries in the brain) involving a
physical change in brain structure.
(b) Functional — A non-organic cause, but indicated by
some cognitive or behavioral abnormality.
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(1) Psychophysiological Reactions — Conditions in
which an emotional disorder engenders physical
symptoms (i.e., pain) even though no actual physical
disorder or illness can be found.

(2) Psychosis — Major emotional disorder with
derangement of the personality and loss of contact
with reality, often with delusions, hallucinations, or
illusions (i.e., schizophrenia).

(3) Neuroses — An emotional disorder that can interfere
with a person’s ability to lead a productive life but is
less serious than psychosis (i.e., phobias and depres-
sion).

(4) Personality Disorders — Conditions that do not in-
volv{e being out of touch with reality but occur when
an individual’s personality seems to differ signi-

ficantly from the societal norm (i.e., sexual de-
viance).

Treatment:
(a) Standard Measures ‘
(1) Administration of drugs and dietary supplements
(2) Psychotherapy
(3) Hypnosis
(4) Various techniques of behavior modification

(b) Extreme Measures
(1) Shock therapy
(2) Psychosurgery

| Miscellaneous:

No meaningful distinction can be made between the terms
mental illness and emotional disturbance. Yet, there exists
some tendency to use the latter term more in regard to
children in the education context. /nsanity, a legal term, is
broad and somewhat ambiguous, referring to unsoundness
or derangement of the mind, without regard to its cause.
Autism is a behaviorally defined syndrome. The essential
features are typically manifested prior to 30 months of age
and include disturbances of (1) developmental rates and/or
sequences; (2) responses to sensory stimuli; (3) speech,
language and cognitive capacities; and (4) capacities to relate
to people, events and objects.

Additional Information:

National Mental Health Association
1021 Prince Street
': Alexandria, VA 22314-2932

American Psychiatric Association
1400 K Street, N.W,
Washington, DC 20005

National Society for Autistic Children
1234 Massachusetts Ave., N.W,
Washington, DC 20005
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DEVELOPMENTAL DISABILITY (DD)

Defined: Impairments ot the bones, jounts, muscles, and the motor
(efferent) nerves which transmit impuises from the b-ain and
spinal cord to the muscles.

Causes: (a) Disease — about one-half of these handicaps.

(b) Birth defects — about one-third of these handicaps.
(c) Accidents — about one-sixth of these handicaps.
(d) Specific conditions

(1) Paraplegia: paralysis (sometimes with loss of feeling)
or loss of use of both legs and frequently of the en-
tire lower body as well; often results from spinal
cord damage.

(2) Quadriplegia: paralysis or loss of use of all limbs of
the body, frequently with loss of sensation; usually
the result of damage to the upper vertebrae of the
spine.

(3) Cerebral Palsy: motor-skill and posture impairments
resulting from a nonprogressive defect or damage of
the brain.

(a) Spastic type: characterized by spasms or tighten-
ing of the muscles and exaggerated stretch
reflexes.

(b) Athetoid type: refers to uncontrolled movements
and purposeless muscle tension.

(c) Atactic type: characterized by a staggering gait
with poor balance, and coordination.

(4) Poliomyelitis (infantile paralysis): an acute, con-
tagious, viral disease, largely eradicated by wide-
spread immunization with Salk and Sabin vaccines,
causing motor paralysis and atrophy of skeletal
muscles.

(5) Muscular Dystrophy: a group of related, possibly
hereditary, muscle diseases characterized by a pro-
gressive weakening and atrophy of the muscles that
are deprived of vital protein, and the muscle fibers
are gradually replaced by fat and connective tissue.

(6) Multiple Sclerosis: chronic disease characterized by
the formation of patches of hardened tissue in the
brain and spinal cord which interfere with the nerve
pathways in those areas. The effects vary with the
parts of the nervous system affected.

(7) Spina Bifida: a birth defect that consists of a gap or
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Treatment:

spinal column, which can cause permanent paralysis,
loss of sensation, and loss of bowel and bladder con-
trol.

(8) Congenital absence, incompleteness or mal-
formation of limbs: imperfect formation of the body
during the fetal period.

(9) Arthritic handicaps: diseases of the joints of which
there are more than 100 types, characterized by pain,
stiffness, and inflammation of the affected joints.

(10) Amputation: the removal of a limb or other bodily
appendage. The greatest percentage of leg amputa-
tions are the result of blood vessel disorders, such as
arteriosclerosis.

(11) Dwarfism: a significant underdevelopment of the
body resulting from abnormal fetal development,
hormonal irregularities, nutritional deficiencies, or
other disorders occurring during the growth process.

(12) Others: Parkinson’s disease, injuries during birth,
amyotrophic lateral sclerosis, myasthenia gravis,
hunchbacking conditions, osteomyelitis, tumors,
meningitis, some forms of diabetes, and veneral
diseases.

Devices to deal with these handicaps include wheelchairs,

canes, crutches, walkers, prosthetic devices (artificial body
parts), ramps, and specially adapted automobile controls.

Additional Information:
National Association of the

Physically Handicapped

76 Elm Street
London, OH 43140

Paralyzed Veterans of America
801 18th Street, N.W.
Washington, DC 20006

American Orthotic and Prosthetic Association
717 Pendleton Street
Alexandria, VA 22314

National Spinal Cord Injury

Association

149 California Street
Newton, MA 02158

United Cerebral Palsy

Association

66 East 34th Street

New York, NY 10016

Muscular Dystrophy Association
810 Seventh Avenue
New York, NY 10019

National Multiple Sclerosis

Society

205 East 42nd Street
New York, NY 10017
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' Learning Disabilities

Defined:

Causes:

A disorder in one or more of the basic psychological pro-
cesses involved in understanding or using spoken or written
language, manifested by a significant discrepancy between
intellectual ability and actual achievement in any of the areas
of listening, thinking, speaking, reading, writing, spelling,
or performing arithmetic computations. Examples include
dyslexia, hyperactivity, hypoactivity and developmental
aphasia. However, learning problems attributable primarily
to visual, hearing, or motor handicaps, mental retardation
or emotional disturbance, or environmental, cultural, or
economic disadvantages are not considered learning
disabilities.

Organic brain dysfunction and unknown reasons.

Treatment:

Educational programs, special diets, and drug treatment.

Additional Information:

Association for Children and
Adults with Learning Disabilities

4156 Library Road

Epilepsv

Defined: A chronic brain disorder characterized by recurrent seizures.
A scizure is an abnormal electrical discharge by nerve cells in
the brain which typically results in an interruption of
consciousness and may also cause involuntary convulsive
movements in the muscles. Yet, seizures caused by
something external to the brain itself (i.e., hypoglycemia —
low blood sugar) do not constitute epilepsy.

Causes:  Brain injuries before or during birth, brain tumors and
abscesses, nutritional deficiencies, fever, certain diseases,
congenital disorders, and head wounds. Often, the cause is
unknown.

Treatment:

Anticonvulsant drugs

Additional Information:

Epilepsy Foundation of America
4351 Garden City Drive, Suite 406
Landover, MD 20785

92



APPENDIX 2

Definition of services provided by the state and the conditions under which they
can be delivered (provided by the Department for Mental Retardation, the Cabinet
for Human Resources). By the time this report was published, a few changes took
place. Those were not included due to the late date they were received. All references
to PL 95-602 should be changed to PL 98-527.
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Respite Care - Extended

Respite Care - Extended, more than 24 hours and generally less than thirty
days, for individuals with mental retardation and/or developmental disabilities
in or out of their normal residential environment for the temporary relief
either of the individual, the family and/or the providers. Out ol the home
respite care may be provided in a variety of settings.

Conditions |
1.  All services must be provided in accordance with the Individual
Habilitation Plan or Individual Service Plan.

9. All elients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD elipiwe during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

3. A per contact staff note shall be used to document billable services. If
five (5) consecutive days of respite are provided to one client, either a
per contact or at least a weekly summary staff note shall be used to
document billable services.

95






HABILITATIVE
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Work/Adult Habilitation Services

Services designed to provide an employment-oriented program of meaningful
work training to adults with mental retardation/developmental disabilities.
These services are to enable individuals served to either move into
competitive employment or other work training programs. Meaningful work
must be provided. Components of this service shall include an evaluation to
assess the individuals vocational functioning level and a supervised
work/training experience that will promote physical capacities, psychomotor
skills, interpersonal and communicative seeking skills, productive skills,
knowledge of work practices, work-related skills, and employment

opportunities.

Some individuals may be involved in work services on a full time basis while
other individuals may be involved in work services for only a few hours a
week, spending most of their day in adult habilitation services, goal-oriented
program of developmental and therapeutic services designed to develop,
maintain, increase or maximize an individual's independent functioning.

The components of this service meet a wide range of individual client needs
and may include behavior shaping, social integration, self-care,
communication skills development, travel training, community utilization,
health maintenance, adult education, client rights, and referral to ancillary

services.

CONDITIONS

1. The program shall employ a minimum of two supervisory staff for the
first 15 clients or fewer.

2. When there are over 15 clients in the program, one additional employee
must be in direet client service for each additional group of 15 or any
part thereof.

3.  Services must be provided in accordance with an Individual Service Plan
specifying services to be rendered.

4. Services must be available a minimum of six (6) hours per day
(excluding transportation time), five (5) days per week, 12 months per
year less customary holiday.

5. These services cannot be billed for eligible clients receiving vocational
evaluation, personal and work adjustment training and job placement
services through contract with the Office of Voeational Rehabilitation.

6. Weekly summary staff notes shall be used to document billable services.

7. The program shall be located in a non-residential setting.

8. The program must comply with state and federal wage and hour
regulations.
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Preschool

These are services which are provided to children who are emotionally
disturbed, mentally retarded and/or developmentally disabled. Services are
delivered in a preschool center to any of the three above listed groups of
children in either integrated or segregated settings.

The service is designed to develop basic precognitive skills, which are
primarily psychomotor with specific stimulation to areas in which delay in
development is manifest; and to provide developmental experiences and
training to aid the child in adapting to the demands of daily living. Program
areas include self-help, motor, social, communications, and cognitive skills.

10.

CONDITIONS

Preschool may be provided to children from birth to compulsory school
age.

The preschool center must operate at least three hours per day, three
days a week.

Child-staff ratio is to be determined by the age, developmental level,
and specific handicap of children; however, there shall be at least one
teacher and an assistant with every group of children regardless of
group size.

There shall be at least one additional staff member working directly
with children for each increment of six children with handicapping
conditions. It should be noted this is a minimum staff ratio based on
four and five year olds. A higher staff to child ratio is recommended
for younger and/or more children with multiple handicapping conditions.

No one teacher is to have a teaching load of more than 24 children per
week.

All service models must meet the standards section of the Department
for Mental Health and Mental Retardation Services, Division of Mental
Retardation, "Early Childhood Program Standards and Guidelines,"
(Chapter I Services).

Services must be provided in accordance with a person's Individual
Education Plan, Individual Habilitation Plan or Individual Service Plan.

All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

Either a per contact or a weekly summary staff note will be used to
document billable services.

Those early childhood centers that meet the minimum definitions set by
the Division of Licensing and Regulations for child day care must be
licensed in accordance with KRS 199.892-199.896. /i.e. those centers
that also furnish child ezre.)
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Commmity Training Homes

The provision of supervision, assistance, protection or personal care to
adults (18 years of age or older) with mental retardation and/or develop-
mental disabilities in a family home setting. Services are provided by
a member (or members) of the family.

CONDITIONS

1. A home will serve no more than three persons at a time.

2. A home will be a private residence not used for any other residential
services.

3.  Services must be provided in accordance with a person's Individual
Service Plan or Individual Habilitation Plan.

4. All clients who are to receive Developmental Disabilities (DD)
funded service (P.L. 95-602) must be certified DD eligible during
the first three months entry into the service and an Individual
Habilitation Plan number must accompany all DD charges.

5. Either a per contact or weekly summary staff note shall be used
to document billable services.
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Group Home

Services designed to provide a comprehensive training oriented living
experience in a group home setting for from four to eight persons with
mental retardation and/or develpmental disabilities.

CONDITIONS

i. The group home shall meet all regulations as promulgated by 902 KAR
20:078 which provides the licensure requirements for the operation of
group homes and the services to be provided.

2.  Group home services must be provided in accordance with a person's
Individual Habilitation Plan or Individual Service Plan.

3. All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

4.  Either a per contact or at least a weekly summary staff note shall be
used to document billable services.
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Community Residential Services (MR)

Staffed Residence
(Daily)

Staffed residence is a residential support service for persons with mental
retardation and/or developmental disabilities. Supervision and/or general
assistance is provided by trained staff. Each unit must have its own bath and
Kkitehen facilities and can be occupied by no more than three clients. The
staff person providing supervision may live in the unit or must provide at

least daily supervision of that unit.

CONDITICMS
1. A staffed residential unit must be residential in nature and must be in
an appropriately zoned area.

2. Services must be provided in accordance with a person's Individual
Habilitation Plan or Individual Service Plan.

3. A staff member must maintain regular contact to provide whatever
assistance is necessary to maintain a placement.

4.  All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

5.  Either a per contact or at least a weekly summary staff note shall be
used to document billable services.

Residential support services provided less frequently than daily (e.g.,

twice a week) to a client living in a residential unit should be billed
under Staffed Residence (Periodie).
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Community Residential Services (MR)

Staffed Residence
(Periodic)

Residential support services are designed to provide as-needed, periodic (less
than daily) assistance and supervision to persons with mental retardation
and/or developmental disabilities in a residential setting. Supervision and/or
general assistance is provided by trained staff. Each unit must have its own
bath and kitchen facilities and can be occupied by no more than three clients.
The staff person providing supervision shall provide periodiec on-site
assistance. The amount of assistance will depend upon the individual needs of
the client(s).

CONDITIONS

At least a monthly contact in place of residence must be provided for
each receiving staffed residence services.

The client's residence must be residential in nature and must be in an
appropriately zoned area.

Services must be provided in accordance with a person's Individual
Habilitation Plan or Individual Service Plan.

A staff member must maintain regular contact to provide whatever
assistance is necessary to maintain a placement.

All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

A per contact staff note shall be used to document billable services. If
five consecutive days of residential support services are provided to one
client, either a per contact or at least a weekly summary staff note
shall be used to document billable services.

Supervision provided daily to a client living in a staffed residential unit
should be billed under Staffed Residence (Daily).
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Cluster darvice

A basic organizational unit of a residential service providing individualized
environments and supports for persons with mental retardation and/or
developmental disabilities. Each cluster consists of one core residence and
several alternative residences which are aaministratively attacl.ed to the
core residence. The core may function to evaluate client needs, administer
the alternative residences, monitor aliernative residences and provide
program support.

CONDITICNS

Services must be provided by quziified mental retardation staff and
under the supervision of qualified mentai retardation staff as defined in
this manual.

A single alternative living unit may serve no more than three clients at
a time.

Services must be provided in accordance with a client's Individual
Service Plan or Individual Habilitation Plan.

Residential services must be provided in a core residence, group home,
private residence or apartment.

Services are restricted to persons with mental retardation and/or
developmental disabilities.

All clients who are to receiv. d¢zveiopmental disabilities funded
services (P.L. 95-602) must be certilied DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany ail DD clients.

Either a per contact or at lezst « weekly summary staff note shall be
used to document billable services.

Once AIS/MR (medicaid funded) services are implemented this category
is restricted to those clienis previously reimbursed under New
Neighbors who are not determined eligible for medicaid AIS/MR
reimbursement. No new clients may be billed under this category
without prior written authorization.
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Early Intervention - Center Based

Center-based intervention services include developmental experiences,
training, and education provided to children (birth to schocl age) with mental
retardation and/or developmental disabilities. Program areas include self-
help, motor, social, communications, and cognitive skills, Both the child and
other family members participate in this program on a regular basis. The
child and his/her family visit the center on a regular basis, generally once or
twice a week for one to three hours.

6.

CONDITIONS

All service models must meet the standards sections of the Department
for Mental Health and Mental Retardation Services, Division of Mental
Retardation, "Early Childhood Program Standards and Guidelines,"
(Chapter I Services).

A center-based trainer, one full time equivalent (1.0 FTE), may have an
active case load of no more than 30 children and their families.

Some portion of the program must be direct face-to-face infant and
parent (guardian) contact.

Services must be provided in accordance with a person's Individual
Education Plan, Individual Habilitation Plan or Individual Service Plan.

All clients who are to receive Developmental Disabilities (DD) funded

services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan

number must acecompany all DD bills.

A per contact staff note shall be used to document billable services.
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Early Intervention - Home-Based

Home-based intervention services include developmental experiences,
training and education provided to children (birth to school age) with mental
retardation and/or developmental disabilities. Program areas inciude self-
help, motor, social, communication, and cognitive skills. Staff visit the child
and his/her family in the child's home on a regular basis, generally twice a
week for one to three hours.

CONDITIONS

1. All service models must meet the standards section of the Department
for Mental Health and Mental Retardation Services, Division of Mental
Retardation, "Early Childhood Program Standards and Guidelines,"
(Chapter I Services).

2. A home trainer (1.0 FTE) may have an active case load of no more than
30 children and their families.

3. The contact is face-to-face with the infant and parent (adult).

4, Services must be provided in accordance with a person's Individual
Education Plan, Individual Habilitation Plan or Individual Services Plan.

5.  All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must acecompany all DD bills.

6. A per contact staff note shall be used to document billable services.
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Respite Care - Short Term

Respite Care - Short Term is more than one hour and less than 24 hours for
individuals with mental retardation and/or developmental disabilities in or
out of their normal residential environment for the temporary relief either of
the individual, the family and/or the providers. Out of the home respite care
may be provided in a variety of settings.

CONDITICNS

1. All services must be provided in accordance Wwith the Individual
Habilitation Plan or Individual Service Plan.

9. All clients who are to receive Developmental Didsabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

3. A per contact staff note for each date of service is required.
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In-Home Support

These are services designed to help maintain the person with mental
retardation and/or developmental disabilities in their own home. This service
includes in-home training and personal care provided to recipients living in
non-specialized residential settings such as family homes, apartments, ete.
(other than alternative living units within AIS/MR clusters).

A. In-Home Training

Services designed to facilitate the acquisition of language and
communication, sensory-motor, social and self-help.

B. Personal Care

Service designed to assist and training in ambulation, dressing
toileting, grooming, feeding, and bathing.

CONDITIONS
1. Services must be provided in accordance with an Individual Service Plan
or Individual Habilitation Plan.

2. Services are restricted to persons with mental retardation and/or
developmental disabilities.

3. All clients who are to receive Developmental Disabilities (DD) funded
services (P.L. 95-602) must be certified DD eligible during the first
three months entry into the service and an Individual Habilitation Plan
number must accompany all DD bills.

4, A per contact staff note shall be used to document billable services.
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51-59 Outpatient

rvices to clients provided for jess than three hours on an

‘individual or group basis.

1.

(52) Diagnostic: services such as psycho-social, psycholo-
gical, and/or psychiatric evaluations provided to any
patient/client in the outpatient service system prior to
setting a treatment plan.

(53) Treatment: Therapeutic interaction between qualified
professional staff and a client for the purpose of reducing
or eliminating the presenting problem or for the purpose

of maintaining a previously achieved reduction or elimination
of such a condition.

Services may be provided in a center-based (51) clinic or
off-site visits, such as: (a) (56) Licensed Perscanal Care
Home; (b) (57) Home (family-dwelling setting); (c) (58) hospital;

(d) (59) other.

CONDITIONS

Mental Health

1.
2.

services must be rendered by qualified mental health staff.

Mental Health outpatient services are limited to the following
modalities/techniques:

--marital counseling

--family counseling/therapy

--individual counseling/psychotherapy

--group counseling/psychotherapy

--gpeech therapy provided by a gualified speech therapist

--expressive or play therapies

--chemotherapy, i.e. the administration of a psychotropic
medication by center staff.

Mental Retardation

1.

Mental Retardation Outpatient Services must be provided in
accordance with an individual service olan angd are limited to
the following modalities/techniques for clients with Mental
Retardation and/or Development Disabilities:

--Psychometric services: Services rendered by qualified

psychologist or psychometrist including administration of
various psychological tests designed to determine one Or
more of the factors in the individual's mental ability such
as intelligence, special abilities and disabilities, manual
gkill, vocational aptitudes, interests and personality
characteristics.

--Behavior Management: precisely planned systematic application
of behavior change methods designed to reduce the incidence
of inappropriate aggressive behaviors, self-abusive behavicrs

and/or extremely withdrawn behaviors. Services are deliverec
by qualified mental retardation ctaff and may not include
the use of aversive conseguences. Rehavier Taragemnent Lyouc T

medication is exclud~d.
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--Counseling: Services provided to clients on an individual
basis for the purpose of problem solving, and community
and personal adjustment. When the client is a child with
mental retardation/developmental disabilities, counseling
may be provided with the family on benalf of the client
for such things as behavior management, family adjustment,
impiementation and follow through of training and/or
stimulation programs.

--Expressive Therapies: Social skill development, and
reduction of aggressive, self-abusive, or withdrawn
behaviors, not associated with mental illness when
provided by registered expressive therapists using
techniques unique to those disciplines.

--Speech Therapy: When provided by a qualified speech
therapist.

--Occupational Therapy: When provided by a gqualified occupa-
tional therapist.

--Physical Therapy: When provided by a qualified physical
therapist.

A per contact staff note shall be used to document billable

_services.

Alcohol and Drugs

1.

All outpatient substance abuse services shall be provided in
accordance with 902 KAR 3:050, Section 3.

agnostic

Diag

1.

Clients must have a presenting problem of alcohol abuse or
drug abuse or be an immediate family member of a person
with an alcohol abuse or drug abuse problem.

Services should result in the setting (or amending) of a
Treatment Plan.

Reimbursement will be made for the following non-medical
diagnostic services:

alcohol/drug use and problem history;
psychosocial evaluation;

mental status examination;

psychological evaluation; and

. documentation of a diagnostic impression.

(V3N e o B o 2 ]

Reimbursement will be made for the following medical diagnostic
services:

a. psychiatric evaluation;
b. history and physical examination; and
c. documentation of client's diagnosis of alcohol or

drug abuse.
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Job Development/Job Placement Services

Job development/job placement services are designed to provide assistance to
adults with mental retardation/developmental disabilities which will help to
identify, obtain and maintain employment. These services will be provided on
an organized, planned basis and may include but not be limited to: an
evaluation process to assess vocational capabilities and needs for job
preparation, training and placement, a supervised work experience to allow
individuals to adjust to the work environment, training to reach proper work
habits, job seeking and job survival skills, placement, and follow-up services.
Job development/job placement services may also include:  contacting
employers to identify job opportunities, providing job analysis, job
modification, assisting employers to identify and eliminate barriers to
employment, educating and training prospective disabilities and vocational
implications.
CONDITIONS

o

1. A job development log shall be maintained indicating prospective
employers contacted, contact person, date and results of contact.

9. A written placement plan shall be developed for each individual served
in job placement.

3. Documentation shall be maintained which indicates client participation
in the decision process for his or her placement on a job site.

4. Records of individuals who have been placed in employment shall
contain the following information:

A. Placement of employment

B. Job title

C. Rate of pay and fringe benefits

D. Date of employment

E. Name of immediate supervisor at the work site
F. Employment follow-up reports

G. Monthly progress notes.

5. Job development/job placement service funds shall not be used for
client wages.

6. Job placement follow-up services shall be limited to one year from the
date of placement.

7.  Quarterly reports of the job development/job placement program will
be submitted to the Division of Mental Retardation.
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Case Management

Case Management is the provision of services to or on behalf of a client with
mental retardation and/or developmertal disabilities as will assist him/her in
gaining access to needed social, medical, educational and other services. The
desired outcome of case management is to assist the individual to become more
independent, and includes:

1. Follow-along services which ensure, through a continuing relationship
between agency or provider and a person with mental retardation
and/or developmental disabilities and the person's relatives, guardians,
or significant others, that the changing needs of the person and the
family are recognized and appropriately met; and

2. Coordination and monitoring of services which provide support, access
to other services, information on programs, and services, and client's

progress.

Case management involves various levels of service from infrequent follow-up
contacts in order to make sure needs are being met, to comprehensive program
planning and coordination.

Case Management Functions

The following functions are the main activity areas in which a case manager would
be involved. The duties describing each area should not be considered an
exhaustive list. All actions taken under each area require thorough documentation
to provide an accurate account of a client's habilitation and the case manager's
actions.

1. Information gathering and disbursing: a) Ongoing identification of
individuals' needs and services/service agencies to satisfy those needs.
If resources are not available to meet a particular need of a number of
individuals, then this situation should be explained to the administrators
of the agency. b) Gather information on individual clients, i.e.,
evaluation results, education, family. c¢) Maintain a resource directory
of the avaiilable services and agencies in the service areas. d) Provide
information to clients, families or representatives, and service agencies
when appropriate.

2. Service Planning: a) Development of the individual Service Plan (ISP)
or Individual Habilitation Plan (IHP). b) Determine an individual's
eligibility for case management and other required services. e)
Preservice consultation with clients or appropriate representatives.

3. Coordination: a) Match clients with available services. b) Refer clients
to other services and delivery agencies. ¢) Arrange for services not
readily available. d) Coordinate a client's service to facilitate
maximum benefit with minimum distress.

4. Monitoring: a) Monitor the ISP/IHP and delivered services to ensure the
client’s needs are being adequately met. b) Provide follow-along
services to identify any new or unexpected problems that may occur. c)

Revise the ISP/IHP when necessary to reflect changes in client status.
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CONDITLIONS

Staff persons providing case management services must have a B.A.
Degree in the human services field and a minimum of two years
experience working with persons with mental retardation is
recommended.

Staff persons providing case management services must attend at least
one case management training session sponsored by the Division of
Mental Retardation.

All clients receiving case management services will have an assigned
case manager. Any case management service documented by a staff
note by any staff other than the assigned case manager must be co-
signed by that client's assigned case manager.

Case managers will arrange for service, and when no other service
resource is available, may provide services directly to assist the client.
Case management will support, not supplant, other programs and
services.

Case management services cannot be delivered in group settings.

Case management services do not include routine transportation (i.e.,
transportation to workshop, preschool, ete.).

A per contact staff note shall be used to document case management
services.

Case managers will maintain appropriate documentation. This may be
either a service ticket or a daily log entitled "Case Management" and
will indicate the name of the client receiving case management
services as described above, the date, and the name and title of the
staff rendering the service. If other than either of these is utilized, a

waiver must be obtained.
DD funded case management staff must provide the following.

a. Evaluate and certify eligibility of clients to receive DD funded
services.

b. Develop Individual Habilitation Plan within the first three months
of entry into DD funded services.

c. Review and update Individualized Habilitation Plans.

d. Serve as an advocate for the client in conformity with P.L. 95-
602, Section Il

e. Services must be in accordance with an Individual Habilitation
Plan.

f. An Individual Habilitation Plan number must accompany all DD
bills.
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Leisure/Recreation Services

Leisure/Recreation services include training for leisure/recreation skills
development and participation in leisure/recreation activities for persons with
mental retardation and/or developmental disabilities. Activities are to be
heterogeneous grouping and integrated activities using generic, community
based services. Teaching independent as well as group use of leisure time is
included in this service. The goal of training should be to teach the skills
necessary for independent pursuit of leisure/recreation activities.

Groups may involve people that do not have any handicapping conditions and
are not clients of the center for the purpose of having integrated group
activities.

CONDITIONS

1. Services must be provided in accordance with a person's Individual
Habilitation Plan, Individual Service Plan or Individual Education Plan.

2.  Services can be billed only for Community Mental Health/Mental
Retardation Center clients with mental retardation and/o.
Developmental Disabilities.

3. The funds reimbursed for this service may not be used to pay for
client's participation in leisure/recreation activities (e.g. cannot pay for
client's bowling, admission to movies, etc.)

4. For adults, these services are limited to services that are provided
after center's normal working hours. They may be provided during the
evenings and on weekends.

5. Documentation of staff involved, recipients and activities required.
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Consultation - Mental Health/Mental Retardation

The process of interaction between a center staff person (eonsultant) and
representative(s) of another organization or individual practitioner (consultee)
to assist the consultee, to impart mental health, or mental retardation
knowledge, skills or attitudes, and to aid the consultee in carrying out his/her
agency mission(s).

CONDTIONS

1. Refer to Program Limitations for Reimbursement applicable to all
services.

2. Documentation of staff involved, recipients and subject is required.
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Education - Mental Health/Mental Retardation

Imparting information to the general publie, to segments of the population, or
to special target groups to promote a better understanding of mental health,
mental disorders, mental retardation and developmental disabilities, or to
achieve improved attitudes or behavior.

CONDITIONS
1. Documentation of staff involved, recipients and subject is required.

2. Education services provided as a part of a prevention plan are not
billable under the category of education.
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APPENDIX #3

Service needs and their priority ranks as presented
in the seven counties plan.

Developmental Service Need

Priority Rank Identified Need

1 A central agency which parents can contact, which
would provide: -case management -social services
-referrals to programs and services -facilitate parent
to parent contacts

2 More availability and support for community daycare
centers and preschools, which would include: -available
consultants -additional assistance/assistants (e.g., Foster
Grandparents) -ongoing staff training

3 Parent subsidies when families are not eligible for existing
forms of assistance (e.g., Medical card, purchase of
care), which would be applied to: -tuition -purchase
of equipment -therapies -counseling
4 Family support programs and get-togethers for purposes
such as: -training/informing extended family
members/friends, neighbors -parent advocacy training
-sibling groups

5 Hospital related services and programs which would
provide: -parent support and direction services at time
of birth/diagnosis -education for medical personnel
regarding developmental disabilities, the effectiveness
of early intervention, and community resources for
children and their families

6a Provide services to children who are considered "at
risk" for developmental disabilities, but who do not
meet the current MR/DD eligibility criteria

6b More services available in the rural area

7 Assistance with transportation to community programs
and therapy appointments

8 Availability of home-based services for families who
choose this type of program, which would include: -early
intervention -training and information for extended

families and friends

9a Consistent, well-organized follow-up program for
high-risk infants after they leave neonatal intensive
care
9b Parent administered direction services and support
network
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Priority Rank
10

11

12

13

Identified Need

In-home support services, including respite for
non-disabled children

Emergency and crisis intervention services

Legal assistance, and financial planning for future
schooling

More availability of adaptive equipment, both in funding
and through a "lending library" system for used equipment
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Priority Rank

1

Family Support Services

Identified Need

In-home services which would provide: —assistan_ce
with lifting, carrying, bathing; assistsance with
personal care; behavior management/cou'nsultatlon;
home-based physician care; physical and
occupational therapy consultations; homemaker
services

Vocational/nonvocational ~Day Program  which
vould include supported employment and day
program appropriate to age

Expanded respite care program to include: better
trained providers; more  available/accessible
providers; ability to respond to emergency
situations; provision of extended respite for periods
of more than 24 hours; and emergency residence
which could be accessed at any time

Financial subsidies for families who are not eligible
for forms of assistance such as a medical carg,
special services and equipment funding, etc. In
order to assist with the cost of equipment;
therapies; attendant care; transportationi deaf
interpreters; home adaptations; a source of income
for disabled adult

Child care programs, especially: Summer program
availability and full day; expanded after school
program to serve more significantly involved
children and teenagers.

Socialization experiences * include: Social group
- especially for teenagers; companionship .thh
peers who are not disabled; recreation/leisure
services that include transportation

Parent support and educs*ion to include; support
groups to prepare indiv.Suals for independent
living; parent training/educz:ion: guardianghnp/es—
tate planning assistance; sex_alit ¥ counseling for
individuals and families
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Priority Rank
1

10

1

12
13

14

Residential Service Needs

Identified need
Well coordinated, centralized delivery of services
that provides: knowledge of available services;
assistance in accessing; continuum of services;
establishment of linkages and cooperation
amongst agencies
Flexible funding not tied to a model
Appropriate day programs
Mechanism to help families start to think of
ways to meet residential needs in the community
(not equal to a facility bed) and develop circle
of support to accomplish

Establish philosophical underpinnings, including
right to live in the community

More services for persons with profound/multiple
needs, who may be non-ambulatory

Services for older adults

Housing subsidies

Mechanism to provide training and/or on-going
supports in independent living, including: travel,
training, homemaker services, meal preparation,
cleaning, and shopping

Support services - occupational and physical
therapies, respite, medical care, counseling,
case management/linker

Relationship building - recreation, friendship,
opportunities for spiritual growth

Intervention before crisis
Self-advocacy

Guardianship and payee (if needed)
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- 4. Service Needs in Rural Areas

Priority Rank Identified Need

1 Central, local contact person/agency to provide
information about services, coordination,
and monitor/follow-up client participation.

2 Transportation
3 Local ownership of, and advocacy for, the

need for availability of services for all age
groups and disabilities

4 More services within the rural counties

5 Parent-to-parent contact for support and
information

6 Residential services; apartments and shared
small residences

7a Additional providers/vendors for services

7b Adequate funding for existing services.

8 Respite services for all ages

9 Homebased services for infants and toddlers

who are MR/DD

10 Vocational and non-vocational day services
for severely retarded adults.

lla Local medical attention and treatment services
11b Summer recreation programs
llc Assistance to elderly citizens with disabilities
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5, Vocational and Adult Day Services

priority Rank Identified Need
1 Centralized clearing house to:
- coordinate referrals, services information
(news letter, directory), and information
about people (registry)
- fulfill quasi-legislative role
- provide planning function and fund procurement
- enhance public relations and change attitudes
to open doors to industry
recruit talented people to work in programs

2 Sufficient funding to support existing programs

3 Additional job placement providers

4 Commitment on the part of the local government
to hire people who are handicapped -

5 Programs for people who are severely handicapped

6 Transportation
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APPENDIX 4

Five Years Allocation of Funds for the MR by Regions

HFK 4-1-87
WESTERN
REGION | MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 5505 5805 6225 20140 16000
Work Adult Hab 12500 141832 154790 181465 155310
Preschool 51658 16800 16800 700
MR Cluster
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic 2838 2000 7280 3501 2200
Early Int. (CB) 44015 41536 61110 61115 59800
Off-Personal
Off-Apt. Living
Off-Hospital 500
Off-In Home
Off-E. Int. (HB)
Off-Other
Ap. Living (per)
Respite-ST 23498 16809 10000 10000 10000
SUBTOTAL 1 88356 260140 1562056 293021 244010
GRANTS
Case Management 21643 28142 26165 41274 72360
Consultation 1 18139 10156 29903 32490 32906
Consultation 2
Education 1 5000 4000
Education 2
Job D/P1
AISMR 112500
Leisure/Rec. 15960 16940
SHELTERED WK. SHOP
SS & Equipment
Preschool/El 5000
SUBTOTAL 162282 42298 56068 89724 122206
TOTAL SGF 250638 302438 3122773 382745 366219
TITLE XX (100%) 202107
CASE MGT. 13987 14686 14686
EARLY INT.
SPECIAL PRO.
TOTAL DDSA 12148 13987 14686 14686 37807
TOTAL ESEA 35980 33241 33490 39234 35340
TOTAL AISMR (est) 394841 674869 747169 800000 800000
TOTAL MR 895714 1024535 1107618 1236665 1239363
MRSGF 225041 107541 | $112,919.00 | $160,236.00 $160,236.00
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HFK 5-5-87
PENNYROYAL
REGION Il

MENTAL RETARDATION

SGF

FY 84
ALLOCATION

FY 85
ALLOCATION

FY 86
ALLOCATION

FY 87
ALLOCATION

FY 88
ALLOCATION

FEE-FOR-SERVICE
Respite-Ext.
Work Adult Hab
Preschool
Early Int. (CD)
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic
MR Cluster
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST

200000
61863

7585

257696
125000

6000

$330,000
$1563,000
$13,000

$2,500

$376,153
$170,000
$29,000

$2,500

$339,888
$86,913
$51,000

$2,500

SUBTOTAL 1

269448

388696

$498,500

$577,653

$580,301

GRANTS
Case Management
Consultation 1
Consultation/ED
Education 1
Education 2
Job D/P1
AISMR
Leisure/Rec.
Residential Serv.
BEHAVIOR MGT.
RESPITE
Preschool/El

2652
895

244736

100000

$827

$9,866

$9,866
$33,210
$3,957

$800

$33,210
$3,957

SUBTOTAL

248283

100000

$827

$47,033

$47,833

TOTAL SGF

517731

488696

$499,327

$624,686

$628,134

TITLE XX (100%)

252561

CASE MGT.
EARLY INT.
SPECIAL PRO.

29057
13139

$30,783
$11,883

TOTAL DDSA

$44,819.00

42196

$42,666

$42,666

$42,666

TOTAL ESEA

$49,444.00

41318

$36,222

$32,647

$31,000

TOTAL AISMR (est)

285061

$5621,077

$650,000

$650,000

TOTAL MR

864555

857271

$1,099,292

$1,349,899

$1,351,800

MRSGF

$351,947.00

222737

$117,672

$168,132

$168,132
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HFK 4-4-87

GREEN RIVER
REGION il MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext.
Work Adult Hab 132978 132978 132978 132978
Preschool
MR Cluster
Group Home (A)
STAFF RESIDENCE 31696 31000 66565 55911 55911
Comm. Tr. Homes
Group Home (C)
Clinic
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST
SUBTOTAL 1 31696 163978 199543 188889 188889
GRANTS
Case Management $47,544.00 47544 42824 41358 79435
Consultation 1
PINOCCHIOS 22800 23484 23484
Education 1
Apt. Living-ind 24075 10000
Job D/P1 22500 22500
SUPP WORK 27860 23175 23175
Leisure/Rec-KyVac 19250 13879 43279 47230 42230
Leisure/Rec-Marc 5000
WORK ACT-
TAMERLANE 16388 28696 28696
AISMR 173750
Preschool/El 25153
RESPITE 2618 5285 22151 22151
SUBTOTAL 240544 102929 188623 211247 234171
TOTAL SGF 272240 266907 388166 400136 423060
TITLE XX (100%) 159480
CASE MGT. 13986 16725 16725
EARLY INT. 32200 31770 31770
SPECIAL PRO. 2221 20480
TOTAL DDSA 54304 48407 68975 48495 48495
TOTAL ESEA 46972 40191 41925 22954 22630
TOTAL AISMR (est) 992922 1297712 1527917 1600000 1600000
TOTAL MR 1525918 165321 2026983 2071585 2094185
MRSGF 292240 114173 | $223,304.00 | $258,284.00 | $281 ,208.00
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HFK 6-23-87
BARREN RIVER
REGION Iv

MENTAL RETARDATION

SGF

FY 84
ALLOCATION

FY 85
ALLOCATION

FY 86
ALLOCATION

FY 87
ALLOCATION

FY 88
ALLOCATION

FEE-FOR-SERVICE
Respite-Ext.
Work Adult Hab
Preschool
MR Cluster
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST

3410
48759

16780

162
44053

1310

477400
20717

207
25197

1335

3744
496713

2438
26288

1050

$4,600
$540,236

$930
$34,405

$1,755

$5,775
$496,386

$1,044
$167.413

$1608

SUBTOTAL 1

114474

524856

530233

581926

672226

GRANTS
Case Management
Consultation 1
Consultation 2
Education 1
Education 2
Job D/P1
AISMR
Leisure/Rec
Residential Serv.
SHELTERED WK SHOP
SS& Equipment
Preschool/E}

2200

50000

3868

75000

$4,246

$29,432

$80,000
$6,635

SUBTOTAL

2200

50000

78868

33678

86635

TOTAL SGF

116674

574856

609101

615604

758861

TITLE XX (100%)

399000

CASE MGT.
EARLY INT.
SPECIAL PRO.

13987

14686

TOTAL DDSA

12148

13987

14686

$14,686

$14,686

TOTAL ESEA

50937

50157

36185

$19,084

$14,389

TOTAL AISMR (est)

185236

$500,000

$650,000

TOTAL MR

5787569

639000

845208

1149374

1437936

MRSGF (revenue)

125317

136433

161433

$143,909

$293,909
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HFK 5-6-87
NORTH CENTRAL

REGION V MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 4887 14293 18668
Work Adult Hab 23918 416448 470064 549544 575040
Preschool 54310 30671 56547 78514 63669
MR Cluster
Group Home (A) 115444 95979 93730 90066 142326
Staff Residence 156890 50551 24059 23473 26682
Comm. Tr. Homes
Group Home (C)
Clinic 9808 6849 4523 8000
Early Int. {(CB) 5000 14712 22192 29583
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST 5113 15668 3197
SUBTOTAL 1 219370 598649 675961 798273 - 867165
GRANTS
Case Management
Consultation 1 8410
PRESCHOOL 5000
Education 1 4023
RESPITE 10000
Job D/P1
Project Learn 25168 25923 26923
Leisure/Rec
AISMR 62260
PROJECT ADMIN SP- 3468
SS& Equipment
Preschool/El 20000
SUBTOTAL 74693 38468 25168 25923 25923
TOTAL SGF 294063 637117 701129 824196 893088
TITLE XX (100%) 406968
CASE MGT. 11833 14686 14686
EARLY INT. 2154 14686
TRANSITION PRO. 23122
TOTAL DDSA 17564 37109 14686 14686 14686
TOTAL ESEA 11209 13102 135625 135625 13020
TOTAL AISMR (est) 402610 624164 746927 800000 800000
TOTAL MR 1132414 1329492 1476267 1652407 1720794
MRSGF (REVENUE) 184729 127434 | $149,13400 | $255,167.00 | $315,1 67.00
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HFK 6-10-87
SEVEN COUNTIES

REGION VI MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite 15000 8186 $66,432 $62,132
Work Adult Hab 9863 337928 312283 $355,127 $304,429
Preschool 70650 351563 $115,5622 $139,755
MR Cluster
Group Home (A) 188984 196054 $99,825 $109,798
Apt. Living 22848 80476 95266 $240,744 $244,263
Comm. Tr. Homes
Group Home (C)
Clinic 23000 17128 23550 $26,403 $ 45,002
Early Int. (CB) 1012563 15000
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In Home 89430 $108,116 $109,751
Off-E. Int. (HB) 15668 255581 68180
Off-Other
Staff Res. (per) 37590 35540 $23,000 $11,682
Respite-ST 50000 36684 31405
SUBTOTAL 1 244619 788034 910047 1035169
GRANTS
Case Management
Consultation/Ed 126615 128241 227209 $139,026
In-Home-Support 177934 $30,800 $30,800
Education 1 17000 17000
P. Burkhead 13139 13130 $33,739
Job D/P1 96670 182225 $234,881 $275,579
SP RESIDENTIAL 193750
Leisure/Rec 21267 31367 $26,975 $27,080
Residential Serv. 100000 60000 $65,700 $64,700
SPECIAL PROJECT 90221 15936
Parent Outreach $17,000 $17,000
Preschool 34920 $161,119 $0
SUBTOTAL 410586 605107 530931 $570,214
TOTAL SGF 655205 1393141 1440978 $1,605,383 $1,681,897
TITLE XX (100%) 629479
PRESCHOOL 51185
SPECIAL PRO/ED 48748 89557
SPECIAL PRO/VOC. 121356 28793
TOTAL DDSA 109630 130685 130685 $203,884 84535
TOTAL ESEA 106634 90465 96620 $63,307 34410
TOTAL AISMR (est) 1029840 1781466 1727510 $1,700,000 $1,700,000
TOTAL MR 2530788 3395757 3395793 3572574 3400842
MRSGF (REVENUE) 660205 704864 772020 | $1,010,042 $1,010,042
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HFK 4-5-87

NORTHERN KENTUCKY

REGION VI MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 5644 $12,610 $0
Work Adult Hab 48071 374044 374537 $447,929 $454,629
Preschool 10476 10476 10220 $10,626 $10,623
MR Cluster
Group Home (A) 140528 140528 136554 $140,650 $140,642
Apt. Living
Comm. Tr. Homes
Group Home (C) 60267 60267 58609 $60,367 $60,384
Clinic 4800 4630 5300 $5,611 $56,751
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Home. 119 $124 $300
Off-In Home 7820 $6,770 $6,001
Off-E. int. (HB)
Off-Other 4750 $400.00 $416 $0
Apt. Living (per)
Respite-ST 1150 1745 $4,397 $0
SUBTOTAL 1 268892 591095 600948 $689,300 $678,230
GRANTS
Case Management 45452 22000 28000 $36,218 $62,5636
Consultation 1 1656
Consultation 2
Education 1 65
Education 2
Job D/P1 23876 $24,692 $24,592
AISMR 75000
Leisure/Rec
Residential Serv.
CIT ADV 9926 $8,280 $0
Dual Diagnosis $30,000
Preschool/El
SUBTOTAL 130608 22000 51876 $69,090 $117,128
TOTAL SGF 399500 613095 652824 $758,390 $795,358
TITLE XX (75%) 323195
CASE MGT 13474 14282 $14,282
INFANT STIM. 20643 21541 $21,541
SPECIAL PRO 34591
TOTAL DDSA 68848 68708 35823 $35,823 $35,823
TOTAL ESEA $39,255.00 33989 33036 $35,823 $26,040
TOTAL AISMR (est) 498175 532971 622960 $700,000 $700,000
TOTAL MR 1328973 1248763 1344643 $1,530,036 $1,5667,221
MRSGF (REVENUE) 340005 330121 | $345,711.00 $430,144 $463,900
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HFK 6-9-87

COMPREHEND
REGION Vil MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 5000 7412 12948 18910 25000
Work Adult Hab 13486 210406 178701 199597 210000
Preschool
MR Cluster
Group Home (A) 96287 86317 96196 85000
Apt. Living 19000
Comm. Tr. Homes 8541 20700 23094 24000
Group Home (C)
Clinic 1000 3000 2370 2884 0
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In-Home 10000 6112 8224 10000
Off-E. Int. (HB) 14335 18544 16856 18658 14258
Off-Other
Apt. Living (per)
Respite-ST 4000 3460 5303 7800 6771
SUBTOTAL 1 171622 242822 329307 375383
GRANTS
Case Management 13098 28702 27755 40005 41000
Consultation 1
Consultation 2
Education 1
Education 2
Job D/P1
AISMR
Leisure/Rec
Residential Serv.
SHELTERED WK SHOP
AGING PROJECT 1277 36225 39550 41759
Preschool/El
SUBTOTAL 13098 29979 63980 79555
TOTAL SGF 184720 272801 393287 454938 457788
TITLE XX (100%) 170328
CASE MGT 332
EARLY INT. 41694 43779 43779
COMM TNG HOME SP. 4743
TOTAL DDSA 66415 46769 43779 43779 43779
TOTAL ESEA 16797 15639 13180 9675 14260
TOTAL AISMR (est) 382721 481636 509618 600000 600000
TOTAL MR 820981 816845 959864 1108392 1115827
MRSGF (REVENUE) 230484 230846 222196 241617 241617
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HFK 5-8-87

PATHWAYS
REGION X MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 24000 20000 55292 55292
Work Adult Hab 346 558655 683653 708832 718832
Preschool
MR Cluster 65000 78121 68121
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic 4729
Early Int. (CB) 35660
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In-Home
Off-E. Int. (HB) 65000 85000 129000 114621 50902
Off-Other
Apt. Living {per)
Respite-ST 6000 10000 25000 25000
SUBTOTAL 1 70075 677215 907653 981866 918147
GRANTS
Case Management 45000 53201 64680 64680 137669
Consultation 1 25411 28649
Consultation 2
Education 1 3000
Education 2
Job D/P1
AISMR 75000
Leisure/Rec
Residential Serv.
SPECIAL PROJECT 81949
SS& Equipment 60000 60000 60000 89584 89586
TRAINING 20000 20000
SUBTOTAL 264949 133201 144680 179675 255904
TOTAL SGF 335024 810416 1052333 1161541 1174051
TITLE XX {100%) 452281
CASE MGT $60,762.00 62600 65730 65730
SS&E $45,271.00 73724 110237 47503 63909
EARLY INTER 65730
TOTAL DDSA $106,033.00 136324 175967 113233 129639
TOTAL ESEA $31,250.00 36591 29839 25695 23250
TOTAL AISMR (est) $482,685.00 719102 776880 800000 800000
TOTAL MR 1412514 1695681 2035019 2100469 2126940
MRSGF (REVENUE) 259914 357174 534174 606775 609111
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HFK 5-8-87

PATHWAYS
REGION X MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION [ ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 15000 20000 55292 55292
Work Adult Hab 346 497260 683653 708832 718832
Preschool
MR Cluster 65000 78121 68121
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic 4729
Early Int. (CB) 3560
Off-Personal
Off-Apt. Living
Off-Hospital
Off-in-Home
Off-E. Int. (HB) 65000 105000 129000 114621 50902
Off-Other
Apt. Living (per)
Respite-ST 15000 10000 25000 25000
SUBTOTAL 1 70075 635820 807653 981866 918147
GRANTS
Case Management 45000 53201 64680 64680 137669
Consultation 1 25411 28649
Consultation 2
Education 1 3000
Education 2
Job D/P1
AISMR 75000
Leisure/Rec
Residential Serv.
SPECIAL PROJECT 81949
SS& Equipment 60000 60000 60000 89584 89586
Division Tr. 20000 20000
Not Spread 67000
SUBTOTAL 264949 200201 144680 179675 255904
TOTAL SGF 335024 836021 1052333 1161541 1174051
TITLE XX (100%) 452281
CASE MGT $60,762.00 62600 65730 65730
SS&E $45,271.00 73724 110237 47503 63909
EARLY INTER 65730
TOTAL DDSA $106,033.00 136324 175967 113233 129639
TOTAL ESEA $31,250.00 36591 29839 25695 23250
TOTAL AISMR (est) $482,585.00 719102 776880 800000 800000
TOTAL MR 1412514 1721286 2035019 2100469 2126940
MRSGF (REVENUE) 259914 357174 534174 606775 609111
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HFK 4-1-87
MOUNTAIN
REGION Xi

MENTAL RETARDATION

SGF

FY 84
ALLOCATION

FY 85
ALLOCATION

FY 86
ALLOCATION

FY 87
ALLOCATION

FY 88
ALLOCATION

FEE-FOR-SERVICE
Respite-Ext.
Work Adult Hab
Preschool
MR Cluster
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In-Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST

114080
26122

213

623446
18720

600741
659

$637,000

$41,238

$0
$618,240

$45,860

SUBTOTAL 1

140415

642166

601400

$678,238

$664,1000

GRANTS
Case Management
Consultation 1
Consultation 2
Education 1
Education 2
Job D/P1
AISMR
Leisure/Rec
Residential Serv.
SPECIAL PROJECT
RESPITE
EARLY INTERVENTION

38886

43000

24720

35150

9925

$57,452

$62,500

$23,881
9526

$74,616

$87,600

$0

SUBTOTAL

81886

54601

143833

162116

TOTAL SGF

222301

642166

656001

$822,071

$826,216

TITLE XX (100%)

539033

CASE MGT
EARLY INT.
SPECIAL PRO.

13157
10790

13256
11888

$13,256
$11,888

$25,144
$33,713

TOTAL DDSA

28144

23947

25144

$25,144

$58,857

TOTAL ESEA

17619

9226

7272

$3,426

$25,730

TOTAL AISMR (est)

$200,000

TOTAL MR

802900

676536

688417

$850,641

$1,110,803

MRSGF (REVENUE)

222291

188256

226906

$379,564

$404,564
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KY RIVER
REGION XlI

MENTAL RETARDATION

SGF

FY 84
ALLOCATION

FY 85
ALLOCATION

FY 86
ALLOCATION

FY 87
ALLOCATION

FY 88
ALLOCATION

FEE-FOR-SERVICE
Respite-Ext.
Work Adult Hab
Preschool
MR Cluster
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic
Early Int. (CB)
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In-Home
Off-E. Int. (HB)
Off-Other
Apt. Living (per)
Respite-ST

1369

26782

167762

1734

21254

174399

1192

17513

$205,775

$2,303

$48,852

$197,392

$0

$32,779

SUBTOTAL 1

28151

190750

193104

$256,930

$230,171

GRANTS
Case Management
Consultation 1
Consultation 2
Education 1
WORK ACT/PERRY
Job D/P1
AISMR
Leisure/Rec
Residential Serv.
SHELTERED WK SHOP
SPECIAL PROJECT
Preschool/El

36106
488

422

43608

20723
972

218

27447

63588
2683

100000

$66,602
$2,377

$103,000
$125,000

$50,132
$1,085

$103,000
$25,000

SUBTOTAL

80624

49360

166271

296979

179217

TOTAL SGF

108775

240110

359375

553909

409388

TITLE XX (100%)

158168

CASE MGT
EARLY INT.
COMM TNG HOME SP

37789

4113

9514
30164

$9,514
$30,164

TOTAL DDSA

44555

41902

39678

39678

39678

TOTAL ESEA

17748

16281

10621

$10,278

$13,950

TOTAL AISMR (est)

$200,000

TOTAL MR

329246

298293

409674

6038865

663016

MRSGF (REVENUE)

94426

91963

196963

360651

260651
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HFK 5-6-87
CUMBERLAND RIVER

REGION XIit MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 18030 3701
Work Adult Hab 99809 321382 256259 $256,259 $275,437
Preschool 5472 241140 236548 $236,548 243,717
MR Cluster 30467 16808
Group Home (A) 60259 9320
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic 57059 31718 29585 $27,488 $24,740
Early int. (CB) 68948 112649 74296 $177,111 $159,861
Off-Personal
Off-Apt. Living
Off-Home 6756 3266 $3,266 $2,843
Off-In-Home
Off-E. Int. (HB) 16282 15775 $26,465 $4,945
Off-Other
Apt. Living (per)
Respite-ST $15,594
SUBTOTAL1 346800 753000 615729 $727,137 $727,137
GRANTS
Case Management 156190 21271 22941 $22,941 $33,819
Consultation 1 2948 630 2866 $2,866 $2,866
Consultation 2
Education 1 845 3941
Education 2
Job D/P1
AISMR 85000
Leisure/Rec
Residential Serv.
SHELTERED WK SHOP
SS& Equipment
Preschool/El
SUBTOTAL 18983 110842 25807 $25,807 $36,685
TOTAL SGF 365783 863842 641536 $752,944 $763,822
TITLE XX {100%) 431746
CASE MGT 13987 14686 $14,686
EARLY INT.
SPECIAL PRO.
TOTAL DDSA 12148 13987 14686 $14,686 $14,686
TOTAL ESEA 83088 77020 89688 $73,316 $75,950
TOTAL AISMR (est) 196681 627084 $650,000 $650,000
TOTAL MR 892765 11515630 1372994 1,490,946 $1,5604,458
MRSGF 284288 343870 | $161,653.00 $222,434 $222,434
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HFK 5-5-87

LAKE CUMBERLAND

REGION XIV MENTAL RETARDATION
FY 84 FY 85 FY 86 FY 87 FY 88
SGF ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION | ALLOCATION
FEE-FOR-SERVICE
Respite-Ext. 3406 4963 4963 $11,991 $11,991
Work Adult Hab 113999 198999 $206,000 $300,868
Preschool 1799 35659 35659 $46,734 67,893
MR Cluster
Group Home (A)
Apt. Living
Comm. Tr. Homes
Group Home (C)
Clinic
Early Int. (CB) 156337 10344 10344 $30,654 $0
Off-Personal
Off-Apt. Living
Off-Hospital
Off-In-Home
Off-E. Int. (HB) 12028 5545 5545 $20,773 $20,773
Off-Other
Apt. Living (per)
Respite-ST 180 74 74 $3,998 $3,998
SUBTOTAL 1 32750 170584 255584 $336,815 $422,128
GRANTS
Case Management 50000 45000 50000 $58,200 $72,887
Consultation 1
Consultation 2
Education 1 7517
Education 2
Job D/P1 25672 $26,442 $26,442
AISMR
Leisure/Rec
Residential Serv. 131250
BEHAVIOR MGT $20,000
SS& Equipment
Preschool/El
SUBTOTAL 188767 45000 75672 $84,642 $119,329
TOTAL SGF 221517 215584 331256 $421,457 $541,457
TITLE XX (100%) 173376
PRESCHOOL 8924 9370 $9,370
CASE MGT 13987 14687 $14,687
EARLY INT. 2203 2313 $2,313
TOTAL DDSA 43443 25114 26370 26370 26370
TOTAL ESEA 14698 21406 25486 $10,278 $7,750
TOTAL AISMR (est) 618175 816847 748803 $800,000 $800,000
TOTAL MR 1071209 1078951 1131915 1,258,105 $1,357,577
MRSGF (REVENUE) 191376 104611 193973 $241,631 $361,631
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HFK 6-9-87

BLUEGRASS
REGION XV MENTAL RETARDATION
FY 84 FY 85 FY 86 .FY 87 FY 88
SGF ALLOCATION|ALLOCATION ALLOCATION@ALLOCAT&ON CATEGORIES ALLOCATION
FEE-FOR-SERVICE !
Respite-Ext. 8875 | 5535
Work Adult Hab 310191 357508 § 397509 | RESPITE-ST
Preschool 102103 113786 9957C . 170668 | RESPITE-24
WORK SERVICES : IN-HOME
Group Home (A) ; LEIS/REC
STAFF RESIDENCE 21010 54289 69967 : 69355
Comm. Tr. Homes E IN HOME SUPPORT 95974
Group Home (C) |
Clinic 11791 31512 6349 |
Early Int. (CB) ST RES-per
Off-Personal ; ST RES-24
Off-Apt. Living { HATTON
Off-Hospital :
Off-In-Home 1S5115 r 21700 | RESIDENTIAL 150251
Off-E. Int. (HB) 7343
Off-Other
STF RESID (per) 4416 15274 375848 ; 43308 | PRESCHOOL
Respite-ST 10503 24555 27002 | 34964 | EINT-CB
; E INT-HB
SUBTOTAL 1 157166 549607 625983 743039 | EDUCATIONAL 165390
i
GRANTS !
Case Management 62800 34731 31135 | 66084
Consultation 1 3100
WK ACTY MARC 17500 ! AD HAB
Educational ; SUPP EMP
COMM. TR HOME 16000 SP-ESTTILL
Job D/P1 595600 99945 127603 E 143179 | SP-CONEX
AISMR 80920 : 62500
Leisure/Rec 37584 32969 36890 | ADULT TRAINING 549986
ADULT DAY HAB : 26050
BEHAVIOR MGT SP 5000 12000 | 22000 | BEH MGT
SPEC PRO 80927 CASE MGT
PROJECT ADMIN SP 5535 j
SPEC PRO—ESTILL 35000 35000 | CASE MANAGEMENT 144441
SUBTOTAL 287307 216295 2083707 391703
TOTAL SGF 444473 765902 329690 1134742 | TOTAL SGF 1193542
TITLE XX (100%) 319450 MRSGF 821380
PRESCHOOL 42904 189G58 ¢
CASE MGT 37777 37268 !
MARC 14151 34784 :
COPES 1500G ° COMMUNITY CARE 372162
TOTAL DDSA 90858 94832 37052 56366
TOTAL ESEA 80049 52946 76358 89076
TOTAL AISMR (est) 597603 779715 814117 i 1000000 | AISMR 1200000
TOTAL MR 15632433 1693395 1807215 ‘ 2280184 | TOTAL MR 2552535
MRSGF (REVENUE) 360426 425921 551274 ; 762380
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COMMONWEALTH OF KENTUCKY - LEGISLATIVE RESEARCH COMMISSION

GENERAL ASSEMBLY ‘ FISCAL ANALYSIS NOTE
1984 REGULAR SESSION APPENDIX 5

MEASLIRE. »

(X)84 BR No. 286 - (X)__ _House Bill No. 33

( )JResolution No. { DAmendment No.

SUBJECT/TITLE Developmental Disabilities Bill of Rights

SPONSOR Representative Gerta Bend!

NOTE SUMMARY

Fiscal Analysis: X Impa_t; No Impact; Indeterminable Impact

Level(s) of Impact: X State; Local; X Federal

Budget Unit(s) Impact: Department for Health Services

Fund(s) Impact: X General; Road; X Federal;
____ Restricted Agency (Type); ; (Other)

FISCAL SUMMARY

Future Ahnual
Fiscal Estimates 1983-84 1984-85 1985-86 Rate of Change

Revenues (+/-)

Expenditures (+/-) . i
-0- +$6,900,000 +$6,551,000 15%+ for 8 yrs

Net Effect

MEASURE'S PURPOQSE: .

Creates a bill of rights for the developmental disabled population requiring
services and planning for services by the Cabinets for Human Resources and
Education.

PROVISION/MECHANICS:

A1l functions, personnel, funds, equipment, facilities and records necessary
to carry out the provisions of this act will be in the Cabinet for Human Resources
and Education and Humanities Cabinet. HB 33 establishes rights for developmentally
disabled persons, including definitions of specific services and terms. It
requires the Cabinet for Human Resources and the Education and Humanities Cabinet
jointly to develop, implement and report on a plan to serve the DD population.
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Page 2

FISCAL EXPLANATION:

IT.

Estimated Kentucky Developmental Disabled Population
In Kentucky: 50,864/Target Population: 20,774

The Kentucky Developmental Disabilities (DD) Planning Council estimates there
are 50,864 developmentally disabled citizens in the Commonwealth based on
national projections. However, the target population who need and may
request services is a sub-population of that total number. For purposes of
this fiscal note, 20,774 individuals are assumed as requiring some amount and
type of service. This number is based on the Massachusett's research done by
Michael F. Hogan which shows that .59% of the population needs some
assistance from a community service system due to functional problems. The
fiscal impact of this measure is calculated to represent 20% of the total
estimated cost in the 1984-86 biennium and is further explained in Section
III. : :

Target Population - 20,774 Persons

A. Current Client Load - 14,654 Persons

From figures made available by the Cabinet for Human Resources and
Department of Education, there are 1,560 individuals residing in Mental
Retardation/Developmental Disabilities institutional facilities, 2,800
in nursing homes, 6,687 served by the Mental Health/Mental Retardation
boards and 3,607 served by the Kentucky Department of Education (PL
94-142). This gives a total of 14,654 currently receiving some type of
service. Of these clients, it is anticipated that 3,474 persons would
reqeest or require additional services under this legislation. (239{)

a. Current Client Load Additional Services Estimates - 3,474
1) Individuals Seeking Entry to MR/DD Facilities: 30

HB 33 addresses the developmentally disabled individual's
right to the least restrictive appropriate level of care.
This level of care may be in a MR/DD institution. Presently,
there are 30 individuals awaiting an institutional placement.
Twenty-five individuals are waiting to be admitted to Oakwood
and five waiting to enter various ather mental retardation
facilities. Should these individuals be placed today, it
would cost $75 per day at Oakwood and slightly more
(approximately $100) at the other facilities.

If these 30 individuals stayed in the facilities for one year,
the cost would be $866.900. This figure is exclusive of
capital construction costs; it assumes that the beds would be
made available in existing facilities.
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Page 3

2)  Individuals Receiving Minimal Amount of Support Service from
the MH/MR Boards: 3,444

From the MR/DD reports for Fiscal Year 1982-83, 3,243
individuals received "hard" services, labelled residential
placement, vocational or educational services. The remaining
3,444 received some support services, probably case management
(the average cost per recipient for a year was $155; which is
an average of 10.8 instances of service per year).

Based upon current utilization patterns, if these 3,444
individuals were to receive additional services, 12% would
receive residential services, 54% vocational services and 34%
educational services. The new cost of providing this level of
service, based on Ficral Year 1982-83 expenditures, for 3,444
individuals is $15,078,800. .

Estimated DD Population Not Receiving Services - 6,120 Persons

From the Hogan Research, 20,774 individuals are estimated needing
assistance. 14,654 individuals receive some service, which leaves 6,120
in need but not receiving services.

a.

MR/DD Individuals on Existing MH/MR Board Waiting Lists: 521

From an analysis of existing reporting farms, there are 521
individuals waiting to receive services. 274 people need
residential serivces, 353 need vocational and 63 need educational
services. (Note: some persons need more than one service.)

The cost to serve this population is higher than the average cost
of serving current recipients as more residential placements are
requested. The average cost per recipient is $9,516, total new
cost of providing these services to the 521 waiting is $4,957,600
(based on Fiscal Year 1982-83 expenditures).

MR/DD Individuals Not on Waiting List, Not Receiving Sérvices
(Based on Hogan Research): 5,599

If those MR/DD individuals who are in need of some level of service
but have not requested or been made elgible for services, would
request service due to the passage of HB 33, the cost of providing
the same degree of service as those 3,243 recipients would by
$25,388.90Q (based on Fiscal Year 1982-83 costs). This figure was

derived by assuming that their needs were similar to the existing
service recipients. That is:

12% (672) need residential services,

54% (3,024) need vocational services,

34% (1,904) need educational services, and

all need support services of at least 10.8 instances of service
each year ($155 Fiscal Year 1982-83).
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III.

BR 266/HB 33

Projections of Expenditures Based on Passage of HB 33

HB 33 1s an entitliement bill, which would give the DD populaticn the right to
certain services and may place greater demands on the Commonwealth to provide
defined services. This fiscal note attempts to give an estimate of the
number of people needing services. All groups discussed in this analysis
represeats 9,594 individuals needing services, costing an estimated
$46,292,300 (Fiscal Year 1982-83).

However, a realistic prediction of the number of people requesting services
suggests a gradual increase in service demand. In calculating phased
implementation of HB 33, three additional factors are taken into
consideration. These are: 1) The availability of trained service providers
and existing resources (i.e. sheltered workshops, supervised living
situations) is presently limited and would have to be developed over several
years; 2) The demand for services would gradually increase as community
awareness about existing services grew; and 3) Finally, reappraisal and
assessment of recipient needs and service plans would require additional
staff effort and time. Therefore, the projected expenditures based on HB 33
would also gradually increase.

Table I shows the estimated increase through Fiscal Year 1985-86, with new
funding being allocated for the first time in Fiscal Year 1984-85. The
increase in service provision to those not served and those presently
underserved would be 10% in Fiscal Year 1984-85. Fiscal Year 1985-86 shows a
20% growth over the Fiscal Year 1982-83 figures. Based on these estimates
the program will expand 10% yearly with an additional 5% yearly inflationary
increase.
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TABLE I
Recipients/Expenditures for MR/DD Services Through
MH/MR Boards Projections Zased on Passage of HB 33*
Program Program

# Type FY 1983 FY 1984 FY 1985 Growth FY 1986 Growth
Recipient Expendi tures Expenditures fspenditures Rate Expenditures Rate
6.687:

Existing Rec. $15,215,400 $15,976,200 $16,775,000 - $17,613,700 -
30: MR/DD Facilities N/A N/A $955,700 - $1,003,500 -
Increase

3,444: Additional N/A N/A $1,660,500 10% $3,491,900 20%
Services to (344) (689
Existing Rec.

521: MH/MR N/A N/A $545,600 10% $1,145,800 20%
Board Waiting (52) (104)
Lists
5,599: N/A N/A $2,939,400 10% $6,172,300 20%
No Services (560) (1,120)
Total Program Costs $15,215,400 $15,976,200 $22,876,200 - . $29,427,200
Total Additional

Funding . N/A N/A $6,5900,000 - $6,551,000

“A11l expenditures are calculated on Fiscal Year 1982-83 cost data adding a 5% inflationar,
increase each fiscal year and an additional 10% each year in client growth levels.

DATA SOURCE(S) Bi1l Draper & Paris Hopkins, CHR; Billie Jowning, DOE: Hogan Report

NOTE NO: _23 PREPARER Mary C. Yaecer ~_REVIEW DATE 1/17/84

LRC 84
BR 23-746
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APPENDIX 6 - CHR COST PROJECTIONS

THE SECRETARY FOR HUMAN RESOURCES
COMMONWEALTH OF KENTUCKY

FRANKFORT 4060!

January 19, 1984

Honorable Joseph P. Clarke, dJr.
Chairman

House Appropriations and Revenue
Capitol Annex

Frankfort, Kentucky 40601

Dear Chairman Clarke:

As requested by Representative Long, 1 am forwarding for your
information the Cabinet's most recent cost projections for implementation
of HB 33. Since our projections differ significantly (CHR estimate _
$37,239,034 over the biennium compared to $13,451,000 LRC staff estimate)
from those projected by your staff, I have asked staff in the Division
of Community Services for Mental Retardation to review the LRC fiscal
note of January 18, 1984, and comment to me on their differing approaches.
Their reply is summarized below. '

The LRC cost estimate varies in several ways from the Cabinet for
Human Resources calculations:

- CHR total mental retardation target group is smaller (17,740
versus 20,774) and is based on the percentage of people with
mgntal retardation estimated to be included in the total
50,864 developmentally disabled population (Kentucky Developmental
Disabilities Planning Council three year plan/Gollay and
Associates HEW study). ‘

- Under the LRC category of "current population", it is not
appropriate to reduce the target group by 3,243 receiving
"some type of service". The average cost of service at
present for this group is approximately $4,263/person/year and
this population includes some very mildly handicapped people.

A full range of services for a developmentally disabled
indijvidual can range from $15,00C to $25,000/year.

- It is also not appropriate to reduce the target population by the
3,607 people served by Department of Education. First, they
represent all levels of handicapped children and youth )
served under P.L. 94-142, not the severely impaired developmentally
disabled category. Secondly, they do not now receive all the
services necessary for them or available under HB 33. Some
few will need residential care; many will need respite, case
management and therapies such as occupation, physical, speech,
etc.
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- Within the 3,474 people included by LRC as "needing additional
" services", 30 are scheduled to go to an ICF-MR facility.

The remaining 3,444 currently receive an average of only
$155/year of service compared to our estimate of $15,000
to $25,000/year necessary for developmentally disabled client.
Use of the 1982-1983 average cost figure, inclusive of all
levels of mental retardation, i.e., mainly mild and moderate,
as a per diem for the 3,444 people is not appropriate and
under estimates need.

- Given that thq/farget population reduction group was too
high)though in€Tuding underserved, with necessary additional
dotTars attached, the remaining 6,120 “not receiving services"
_is too Tow. |

- Overall, the major factor in different cost projection outcome
between CHR and LRC is the use by LRC of 1982-1983 average
cost figures, which represented only partial services to
a group that was not mainly developmentally disabled, but
previously included mild and moderate levels of retardation.
1%? noted to LRC when supplying the 1982-1983 figures requested,
%4he $15,000 to $25,000 range is much more applicable to developmentally
disabled clients than our previous expenditure patterns for
all known clients, '

As you will see from our estimate, we believe it could cost as much
as $186,000,000 to fully serve 13,760 people with a developmental disability
related to mental retardation. - This averages approximately $13,500/person/year
and is consistent with our experience in the AIS-MR community services
program.

It should be noted that LRC staff did not project cost associated
with developpentally disabled conditions other than mental retardation.

We concur with the intent of HB 33 and applaud the goals it addresses,
but it cannot be implemented unless funded realistically. Adequate
funding would be vitally necessary given the inclusion of guaranteed
legal redress offered in cases where the act is violated.

Sincerely,

) Nk
. Austin, dJr.

Secretary

cc: Representative Marshall Long
Representative Gerta Bend]
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Analysis of Cost for H. B. 33
(Developmental Disabilities)

Prepared By: Division of Community Services
for Mental Retardation

January 12, 1984
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Introduction: HB 33 requires that a comprehensive system of services
and care be made available to people in Kentucky with Developmental
Disabilities (DD). DD refers to a condition of developmental and/or
physical impairments, manifested before age 22, which results in substantial
functional limitations in at least three areas of life activity identified
in the proposed legislation. The definition contained in HB 33 parallels
the language of the Federal DD act, Public Law 95-602.

The purpose of material presented below is to estimate the probable
cost associated with enactment of HB 33.

General Information: Developmental Disability as defined includes
handicapped people within four general categories of impairment, i.e.,
mental retardation, sensory, physical or serious emotional disturbance.

A substantial majority ¢f people sarved in Kentucky who are certified
as eligible for DD have a diagnosis of mental retardation, i.e., over
75%. The most authoritative study for use in predicting expected incidence
rates for Developmental Disabilities is one prepared for Health, Education
and Welfare by Gollgy_aggk%ssociates. That study predicts that 1.2% of
the state's population would be eligible as Developmentally Disabled,
and further would indicate the following distribution within that 1.2%:

- Developmentally Disabled with Mental Retardation 35%
- Developmentally Disabled with serious emotional

disturbance 10.42%
- Developmentally Disabled with sensory impairments 17.17%

Developmentally Disabled with physical impairments 37.43%

Obviously, our state focus is primarily on mental retardation,
since more than 75% of those served are mentally retarded compared to an
expected 35%.# Since the DD Council staff are attached to the Division
of Community Services for Mental Retardation (DCSMR) and the primary
service providers with DD funds are the Mental Health/Mental Retardation
Boards, it is reasonable to assume that many people with physical,
sensory or emotional impairments are not identified and/or served under
this present system.

The most recent DD plan, i.e. FY 1934-19e6, predicted that 50,684
people would be eligible in one of the four major categories of impairment.
Gollay's statistics would predict that 17,740 people from that group
would be mentally retarded.

To effectively use Gollay's figure, the current mental retardation
totals in public and private ICF-MR, nursing homes plus the (capacity)
of the AIS-MR program must be subtracted. Therefore the mental retardation
population, alone, to be served under the proposed legislation would be
13,760 individuals.
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It is highly probable that not all peopie in the group of 13,760
would require all services available. Best predictions of number in the
_eligible population who would require service have been used to multiply
by average annual cost of needed/guaranteed services. A modification of
the Hogan Consumer-Centered Planning Project data was used to determine
number per service category. Yearly cost of service was generated through
reference to and application of existing similar services now provided.

Population Calculations:

Estimated Kentucky DD population 50,684
(Gollay & Associates Study)

Impairment Categories Within Population
- Developmentally disabled with mental retardation 35.0%
- Developmentally disabled with emotional disturbance 10.42%

- Developmentally disabled with sensory impairment 17.17%
- Developmental]y disabled with physical impairment 37.43%
35.0% mentally retarded population - 17,740
17,740
- 770 ICF-MR -
16,970

- 430 Private ICF-MR

16,540

-2,200  Nursing Home
14,240

- 480 AIS-MR (capacity)

13,760 Population to be served
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Cost Calculations:

Service # to be served Unit Cost Total Cost
Residential 24% 3,313 $11,592 $38,405,952
. |
Education 2 300 $ 1,500/yr. $ 450,000
0
Vocational 541 11,558 $ 7,200/yr. $83,217,600
Support oo 13,760
case Mgnt  17%13,760 $ 1,500/yr.  $20,640.000
-Therapies 77 9,632 $ 2,000/yr.  $19,264,000
-Respite 13,760
-Intensive 25%10,320 $ 1,920/yr. $19,814,400

-Non-Intensive 25%3,440 $ 1,280/yr. $ 4,403,200

Support Total $64,121,600

Grand Total $186,195,152

Conclusions:

The total projected cost for the mental retardation portion of the
total DD population is $186,195,152, or an average per person cost of
$13,531.62/person/year. Since the capacity of the state's delivery
system to add on such an increased capacity would not allow immediate
jdentification and inclusion for all people, a phased in plan over five
to ten years in duration would be required. Education and Support
services could most 1ikely be added in the shortest period, while additional
time would be required for necessary residential and vocational programs.
Should a five year plan be attempted, the average yearly expenditure of
'84 dollar figures, would be $37,239,034/year, or more realistically,
$18,619,517 for a ten year phase-in activity.

It is not within the scope of the Cabinet for Human Resources or
the Division of Community Services for Mental Retardation to project the
cost for the 54% of the DD population that is impaired in either physical
or sensory development. The fourth group DD with serious emotional
disturbance, would 1ikely generate a similar cost/year as the mental
retardation population. Overall, if the cost is similar to that for
mental retardation services across all impairment categories, a total
cost of approximately $582,000,000 would result. ‘
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APPENDIX 7

A Comparison of Two Cost Projections
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February 10, 1984

Ms. Helen Clevenger
Chairperson

Bill of Rights Committee
Commonwealth of Kentucky

Dear Ms. Clevenger:

I am writing to comment on the Developmental Disabilities Bill of Rights
(House Bill No, 33) which your committee has worked on., I have had the oppor-
tunity to review the bill and believe it is a well conceived piece of legisla-
tion. Some problems that we now have with services in Massachusetts--such as
difficulty for clients in making the transition from school to adult services--
might be averted if we had such legislation,

However, I understand there 1is legitimate concern in Kentucky about the
price tag for the services the bill would require. Ms. Peach, of the Office
. for Public Advocacy, has asked me to review for you the cost estimates done
be the Legislative Research Commission (LRC) and the Cabinet for Human Resources
(CHR), On a separate occasion, I had the opportunity to discuss this problem
with Mr. Stone of the Division of Community Services. i

The need for and projected costs of social services are always difficult
to anticipate with certainty. Apparently I have become involved in this issue
because of the work we did here in Massachusetts when confronted with the same
need for long range planning, Our work, supported by a Natiomal Significance
grant from the federal Developmental Disabilities Office, was a comprehensive
needs assessment of mental retardation service needs. We attempted to locate
and determine the service needs of every mentally retarded person in Western
Massachusetts (population about 800,000), I have attached a copy of an article
that describes our project. We are flattered that the~LRC has in part relied
on our efforts in projecting Kentucky service needs. I will try to review
the validity of the LRC conclusions, '

The CHR has not relied on our study, but has produced different statisti-
cal prdjections based on the excellent work of Elinor Gollay and her colleagues,
Since the conclusions reached by the LRC and CHR are so different, I will also
presume to comment on the CHR methodology. Finally, I have done my own assess=
ment of the likely service needs and costs, This should be taken with a grain
of salt since I am not familiar with the details of the Kentucky scene, How-
ever, I believe a "third opinion" might be useful in evaluating the approaches
that have been used,
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Ms. Helen Clevenger
page 2

I) Comments on LRC Fiscal Analysis Note (1/17/84)

A. Overall, the LRC analysis is careful and reasonable, although I
feel it may be faulty in some details. The method involves project-
ing overall needs based on our study, and then determining likely
costs for the currently unserved and underserved populations. The
method of anticipating that unserved and underserved people will
"have service needs something like those of the clients who are
now getting adequate assistance is quite reasonable.

1) Some might justifiably argue that the unserved and currently
unknown population is likely on the average to need less
intensive services than current clients. This would reduce
the LRC estimated costs, However, I feel that the conservative
‘approach used by LRC is a good one,

2) On the other hand, it might be that the unserved and currently
unknown population is on the average more needy than current
clients. The CHR analysis argues this (see Secretary Austin's
letter of January 19)., I do not believe this scenario is likely.
Therefore, I do not believe the huge cost increases anticipated
be CHR are likely, In my experience, the clients now being served
are likely to be in programs partially due to their greater needs.
While some current programs need to be upgraded, especially for
the clients of the MH/MR Boards who now get '"'minimal services,"
the LRC approach to anticipating this need 1is more reasonable.
There is a danger of intruding too much into family life for
those people who are being nurtured and cared for by their fam-
ilies, but for whom a comprehensive service package might seem
desirable,

B, As CHR correctly notes, LRC did not calculate the likely need for
new services for those developmentally disabled people who are not
mentally retarded, It is clear that there is not much data on the
needs of this group, I believe it is easier to over- than underestim-
ate the needs of this population, The largest group of developmentally
disabled persons aside from the mentally retarded is persons with
physical impairments. Most of these individuals are mentally compe-
tent, and those who are not are included in the mentally retarded
group which has been planned for, Most of the services for other
mobility impaired people involve adaptatiod?*of generic services
(accessible housing and transportation, etc,). Other gservices such
as personal care attendants for the small number of people with
extreme physical impairments are potentially Medicaid reimbursable.

I believe that the fact that 75% of rhe current DD eligible people
served in the Commonwealth are mentally retarded casts a useful.
light on this problem, Since again I believe it is likely that the
most needy persons are probably known to the system, the LRC figures
should be adjusted upwards by some factor for non- mentally retarded
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Ms. Helen Clevenger

page 3
developmentally disabled persone who will need new services, 1 feel
g_lg:}sgmupua:ds adjustmegtwggﬂperhaps realistic,

1I) Comments on CHR Cost Projections (1/19/84 letter and attachments of
Secretary Austin)

A, It 1is my professional judgement that the CHR projections are dras-
‘tically overstated,)l should note that 1 am not privy to the mat-
erials used by CHR to develop per client costs, but it 1is this area
that concerns me the most. If the per client costs are justified,
then perhaps the CHR projections are reasonable., In my view, the

major problems are:

1) Residential gservices, The average projected cost ($11,592.50
per client per year) is quite expensive, Perhaps this assumes
that all residential supports would be provided in staffed pro-
grams such as group homes or staffed apartments. This in my
view is an overly expensive and less than ideal approach; Part-
icularly for persons now living at home, a residential services
strategy that provides in home supports as a first priority is
suggested, When out of home placement 1is essential, the first
alternative should be to develop a family type or gshared living
placement such as foster care (which canm be appropriate for
very disabled persons if the back-up services are provided). This is
both cost-beneficial and often more relevant., I believe that
up to 50% of all residential services can be provided using
such models, In particular, the use of intensive family supports
can contain costs, prevent long term placements, and help keep
families together,

.

My second concern about the per client cost figure for resid-
ential services is that it assumes that unserved and unknown
people are likely to need the more structured programs. I feel
it is likely that many of the most needy people are already
receiving ICF-MR or other residential services.

2) Education services. I would assume that this bill would not
increase state education costs for school aged children, due
to the service entitlement under PL94-142, Other increased
education costs for younger children might result, and I comment
on this below, ~_

3) Vocational services. In my judgement, both the anticipated
number of vocational service clients and the per client costs
are too high, I know of no system that provides vocational
assistance to so many mentally retarded citizens, especially
at such costly levels, The level of need anticipated is 80%
higher than we found in Massachusetts, .Perhaps this many
persons of all developmental disabilities may need some voca=
tional assistance, but it would certainly not be at such
intensive levels, Our research found that only about 10%
of the mentally retarded population needs such intensive
vocational assistance (e.g. $7200 per client per year)..

Our recent experience with the model vocational programs
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Ms, Helen Clevenger

page 4

developed by Dr, Tom Bellamy at the University of Oregon has
convinced us that less expensive programs-—-if well conceived
and managed-—are effective for even the most disabled popula-

tions,

For most developmentally disabled persons, programs such as
assistance with job finding, transitional employment support,
or minimally subsidized competitive employment are appropriate.
The per client per year cost for these programs should be in
the $1000-$3000 range.

4) Support services, Here also, I believe the per client cost
estimates (and to a lesser extent the estimated numbers to
be served) are too high, As a "for instance'", the intensive
respite program could at this funding level provide 16 days
per year per client of 24 hour one-to-one aid at $5 per hour--
to over 10,000 persons. There are certainly some individuals
and families who could use this type of help, Howevg;,(}f the
services are to be provided based on an ISP that is developed
and negotiated with the consumer and family, the need will
not be this high,; Here in Western Mass,, our DMH funded respite
services are quite extensive, and cost about $1 per capita per
year, Since Social Services provides some respite services
for children with developmental disabilities, and since some
expansion could be justified, I feel the figure might by doubled
to $2 per capita per year, This would be about a third of the
CHR estimate,

I also believe the case management figures are too high, Here,

* we also anticipated that in an "ideal" system every client
would need case management assistance. Experience has not suppor-
ted this assumption, Large numbers of developmentally disabled
persons do fine without case management, or with infrequent
aid (which apparently the MH/MR Boards now provide). I would
certainly not argue that no increase in the program will be
needed, however, Here in Western Mass,, our extensive case
management/service coordination programs cost about $2 per
~capita per year, and I believe this is close to fully adequate,

B) In some ways, the CHR analysis, in my view;‘may be superior--or
at least the methodology is sound except for the overestimates
of cost and need for some categories, The number of mentally
retarded people estimated to need some assistance is actually
less in the CHR approach than in the LRC analysis, since the
more conservative Gollay figures about the incidence of substan-
tial mental retardation, Also, as CHR points out, the needs of
developmentally disabled persons who are not rezarded must be
considered, With these important notes, I judge the CHR cost
estimates on the whole to be quite exaggerated.
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Ms., Helen Clevenger
page 5

III) Alternative Need and Cost Projections

To provide an independent "third opinion" on the 1ikely costs of this
legislation, I did my own analysis by applying the result of our study
to the Kentucky population, Because I do not know the Commonwealth in
any detail, I feel these projections should certainly not supplant

the analyses done in Kentucky, However, this type of "validation®
approach may shed light on the merits of the LRC and CHR projections.

I have attached a copy of an article which describes our work in some
detail, In addition to the points noted in the article, I should rein-

force the following:

1) The study was quite extensive, As described, we made every
effort short of a door to door survey to locate mentally
retarded people who could benefit from services.

2) The results describe the needed community gervices for all
retarded people--including those now in our state institutions,
nursing homes, etc, 1f the decision is made to continue to
provide institutional services for some people, then the
overall need for community services can be reduced.

3) The need for services that we describe is, if anything, on the
high side, Our figures on the number of people in need were
obtained by using the highest need results from among the five
different service Areas in Western Mass. In other words, since
the Springfield Area documented a higher need for services to
children aged birth to three, we used their data for this age

e group, This is explained in the article., We felt this was
appropriate given our goal of describing the professionally
{deal service system, Likewise, where we found people who were
unserved, we included the services which we felt they could
benefit from, Given this approach, I feel that the figures
we came up with are realistic and perhaps a little on the
high side, When figuring costs, this is probably the way to

g0,

To construct a picture of anticipated needs and costs for Kentucky,

I relied on Tables 3 and 4 in the paper, These .tables present not just
the total number of persons needing residential or vocational services,
but the number needing services at each level of assistance oOr cost.
Therefore I used these figures in conjunction with the Kentucky pop-~
ulation (which I understand to be about 3.5 million) to develop need
rates for each type of service. If I have seriously under- or over-
estimates the state populatiom, the figures will be in error, Next,

I factored in a per client per year cost figure for each service type.
Most of these back-up cost factors or estimates are attached,

For educational services, I expect (see above) that school aged child-
ren are receiving adequate PL94-142 services. However, I have counted
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Ms, Helen Clevenger

page 6

on additional costs for early childhood developmental services for"
children aged birth to three (1100 children at $2500, or $2,75 million

per year),

For support services, cost projections are more subjective, This is
not addressed in the article although we did look at the issue, My
method was to compute the cost of all of the support services we

now provide in Western Mass, (where the system is quite well developed)
and add a factor of about 50% for clients who may be unserved, The
result 1s an estimate of $900 per client (all clients--obviously

some individuals would use more and some less) for these services,

I should note that many of these services are Medicaid fundable,

and the $900 per client figure is only the state cost,

Using this approach (you may want to look at the back=-up tables)

I computed the total cost of a fully implemented program at $83,906,000.
Since this is only the cost for mentally retarded persons, I then

added a 157 factor for other developmentally disabled persons, The
assumptions behind this are discussed above. This would make the

total state cost of a fully comprehensive DD program $96,492,800.

(This assumes no Medicaid offset,). Since the method covers all

persons including those now served, the cost increase may be

determined by subtracting all current state costs from this figure
(both the LRC and CHR "bottom lines" use this approach),

I am not privy to the costs of the nursing home or ICF-MR services
now being provided. Assuming that the state cost of the nursing homes
is $6000 per client per year, and the state cost of the ICF-MR program
is $12000 per client per year, the costs would be as follows:

)

TOTAL ESTIMATED PROGRAM COST: MR $83,906,000
ESTIMATED COST FOR OTHER DD PERSONS $12,585,900
TOTAL PROGRAM COST $96,491,900
MINUS: MH/MR BOARD FUNDING (815,215,400)
ESTIMATED NURSING HOME ($16,800,000)

STATE SHARE .

ESTIMATED ICF-MR STATE SHARE ($20,160,000)
- ESTIMATED ADDITIONAL COST: BILL 33 $44,316,500

Since I have worked on this very hurriedly, I hope my math is right!
Also, the nursing home and ICF-MR costs are only gross guesses or
estimates, But if these figures are in the ballpark, thean I conclude
the overall cost is much more likely to be in line with the LRC than
the CHR estimates.
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Ms, Helen Clevenger
page 7

I would agree with both estimates that five to ten years are needed to
phase the program in appropriately, having had experiences with trying to
do too much too quickly, I also concur strongly with Secretary Austin that
support services could be phased in quicker--although obviously a mix is
needed in any particular year,

There are a number of other factors which cushion the projected costs,
One is the very sound approach of building services on the individual service
" plan, Although this bill would provide an entitlement to services, it is
not a blanket approach like the social insurance programs whose costs are
escalating, The services that clients would be entitled to are those which
would be professionally determined——with the participation of the consumer
and possibly his/her family--to be needed, This is another reason for init-
iating the support services as a first priority, In my experience, an approp-
riate array of these services can often prevent the use of the more expensive
alternatives,

A second major feature is that the Legislature retains control over
the appropriation process and over funding levels, Although the right to
apprqriate services would clearly lead to a need for more resources, this
would not be open ended, The phased in approach suggested in the LRC analysis
is indeed the right way to go, and would imply a gradual ability to assess
precisely what the cost increases would be, The program could certainly be
adjusted by the Legialature if needs be. However, it is my best professional
judgement that the extreme cost increases anticipated by the CHR are most
unlikely 1f the program is implemented as currently drafted,

Finally, it may be that a better targetring of federal programs might
reduce the overall state cost while providing the full program, An expanded
Omnibus waivey of Medicaid requirements-~focussing on providing appropriate
and less restrictive alternatives for gqualified ICF-MR residents--could
provide an opportunity to serve more clients with the same funding level.

In sum, it is my feeling the bill is programmfatically and fiscally
sound and philosophically progressive., Your Committee deserves credit for
its work, and I hope that you are rewarded by passage of the legislation,
I hope my comments are useful, and am sorry that some of the back=-up
materials I have attached may seem a little disorganized, I had to work
quickly against yow deadlines, Please feel free to contact me if you have
questions, N

N~

Sincerely,
/7

f\\ N ‘v\)

Michael F, Hogan, PhD,
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BACK-UP WORKSHEETS FOR NEED AND COST ESTIMATES
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OTHER BACK-UP DATA FOR CC3% ISOTMATISS INCLIDED

1) In-home support or foster care models were projected for

2)

3)

50% of the population anticipated to need regidential
services., The costs were calculated as follows:

Supervision level Estimated weekly Estimated Estimated

cost of azupports annual/client SSI contrie
or home provider cost bution to
stipend vius offset cosy

o e

back @ e e
»uaun*ug ScTV.L.CEB

Minimum sup'n. Not applicable, All persons with this level
of need wrcjected %o 1live in their own
housing ' or family), with staff follow=-up
and assistazce provided with a 1:15 caseload.

Moderate sup'n, $86.5C $4500 82250
Sup. Training 396.15 $5000 $2250
Sup. Living $144.25 37500 82250

Early childhood education services were anticipated to be needed
by 1100 children in the state, using the rate of need from Table
4 of the attached chapter. A per child per year cost of $2500

for these programs was used to estimate the cost,

Vocational program options fo: each level of need were costed
out based on the staffing levels included in Table 5 of the
attached chapter. The resultin» per client per year costs

are as follows:

Supervision level : . Amvicipated per
c.lent per vear

e
COZUs
.

Semi-ind. employnent %1500

e

Minimal supervision 33800
Moderate supervision 34000
Intensive supervision  $5000
So:e increase in the per cliert cost Tigures here may be approp-

riate for the higher levels of supervision, but these are reason-
able planning figures.

-
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APPENDIX #8

Partial List of Legislation and Regulations
Which Affect the MR

KRS 202A Hospitalization procedures of the mentally i1l which
also apply to the MR.

KRS 202B Hospitalization procedures of the mentally retarded.
Subsection .040 sets five conditions for involuntary
hospitalization.

KRS 347 "Bill of Rights" of the developmentally disabled.
While comprehensive in its scope, it 1limits the
responsibilities of state agencies to the availability
of funds.

KRS 210.470 Allows counties which participate in establishing
MH/MR services to establish MH/MR taxing districts.

KRS 210.370 to 210.460 Requires review and evaluation of the mental
retardation services and report to the Secretary for
Human Resources, the administrator of the program,
and, when indicated, the public, together with
recommendations for additional services and facilities.

KRS 157.312 Authorizes the establishment of a kindergarten in the
common schools.

KRS 157.221 Provides that the State Board of Education shall
create a bureau of education for exceptional children
in the State Department of Education, separate from
any other existing bureau, to supervise and direct a
state program for exceptional children in the
Commonwealth.

KRS 157.224 Establishes that "the Commonwealth of Ky. is committed
to providing a comprehensive educational program for
its exceptional school-age children through KRS
157.221..."

KRS 158.090 Under this statute a local Board of Education has the
authority, with State Board approval, to establish and
maintain a kindergarten program for children 4 to 6
years of age, regardless of handicapping condition.
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KRS 158.100
KRS 210.400
707 KAR 5:050
P.L. 93.112
P.L. 93.567
P.L. 94.203
P.L. 94.142
P.L. 95.602
P.L. 98.527
2175n

Relates to the provision of services to children birth
through 21. Provides for an approved 12-grade school
system service for all children under 21. It also
places the responsibility wupon the district of
residence to either maintain an approved elementary
and secondary school service or contract for the
provision of those services.

Sets forth the authority and duties of the Regional
Board.

Provides for the operation of public kindergarten
units receiving Minimum Foundation Funds.

Title One of the Rehabilitation Act of 1973. Services
within the Department of Education are in compliance
with this act. Sections 503 and 504 of the
Rehabilitation Act of 1973 and amendments of 1974.

Amendment to P.L. 93.112.

Establishes the Protection and Advocacy Division.

The Education for A1l Handicapped Children Act.

Revised the Rehabilitation Act and redefines the
developmentally disabled population and gives a
revamped Kentucky Developmentally Disabled Planning
Council strong new direction. Amends P.L. 94.103.

The Federal Developmental Disabilities Act of 1984, it

mandates the Developmental Disabilities Planning
Council.
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APPENDIX #9

Massachusetts Turning 22 Law
Three Years Later, 1986.
(Implementation Report)

— the Tuming Point

MASSACHUSETTS' TRANSITION LAW

M;chael S. Dukakis, Governor
Philip W. Johnston, Secretary

. Mary Ann Walsh, Director
Executive Office of Human Services
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TURNING TWENTY-TWO LAW - THE TURNING POINT

Laura is a 22 year old young woman with severe cerebral
palsy. For the past several years she has resided at a private
rehabilitation center funded through her local school system.
Financial support from the school system ended when Laura passed
her twenty-second birthday. Laura needs total care; she cannot
speak and has very limited mobility. As Laura approached the
age of 22, there was no existing model on which to base a plan
for her long term residential needs. She needed both a day
program and residential care.

Through an interagency planning team consisting of Laura,
Laura's mother, and local school personnel, as well as the four
human service agencies with the potential to serve Laura, a plan
was developed. The Massachusetts Rehabilitation Commission's
Independent Living Unit took responsibility for creating a
transitional living program so that Laura's unique needs could
be met and her progress enhanced. Today, Laura is living in a
community setting and is aiming toward independent living.

The success of Laura's situation along with hundreds of
other young adults with severe disabilities has not always been
so positive. Chapter 766, Massachusetts' special education law,
has been providing educational programming for special needs
students for over ten years. Thousands of students, regardless
of their disability, have received an array of services provided
by local schools. The special education entitlement program
cared for all the individuals either until graduation or their
twenty-second birthday, whichever came first. However,
approximately 10% or 600-800 members of the special education
population continue to need some form of services and support.

Although students are well served until the age of 22,
there was often a break and interruption of services before
individuals entered the adult service system. The function of
the "Turning Twenty Two" program is to eliminate that break and
to coordinate planning so that the transition to adult services
is not impeded. Until Turning 22 there was no standard
statewide plan to assist students whose multiple and severe
needs may require programs from as many as five separate human
service agencies. Today the Bureau of Transitional Planning
guides and coordinates the efforts of these agencies to make the
individuals' transition from special education to work with
adult human services as efficient as possible.

MASSACHUSETTS' TURNING TWENTY-TWO LAW
In December, 1983, Governor Michael S. Dukakis signed the

nation's first transition law. Chapter 688, known as "The
Turning 22 Law," was developed by parents, advocates and
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educators to provide for a two year planned transitional process
for severely disabled young adults who will lose their ‘
entitlement to special education upon graduation or reaching the

age of twenty-two.

This law creates a Bureau of Traneitional Planning and a
single- point—of-entry.into. the Adult Human Services system by
developing amIndividual-Transitional Plan (I.T.P.) which ‘
documents the adult-service-neads and.respaonsible state agencies
for-every- person whé is” found eligible for Chapter. 688

The "Turning 22 Law" is not a continuation of Chapter 766.
This law was designed for the more severely disabled person who,
if provided appropriate support services, will continue to learn
and develop throughout his or her life. It was not intended for
the many students who have received special education services
and are now able to enter competitive work situations and lead
independent lives as adults.

Chapter 688 serves students with a variety of special
needs. Many of these individuals may have a combination of
several disabilities which can include: mental illness, head
injury, autism, mental retardation, cerebral palsy, blindness,
and deafness. Out of 3,000 clients currently receiving
transitional planning, the BTP has approved 1,000 Individual
Transitional Plans. The analysis of these plans suggests
disabilities fall into three general categories: mental
retardation- 74%, emotional/behavioral disturbances- 55%, and
medical/physical limitations- 39%. Approximately 700 students
with severe handicaps become eligible for Chapter 688
transitional planning every year.

A disabled individual may be eligible for Chapter 688
planning and service if all of the following criteria are met.
He or she must be:

1. presently receiving special education services,

2. 1in need of continuing services after special education,

3. unable to work 20 or more hours per week in competitive
employment.

Individuals who already receive Supplementary Security
Income (SSI) or Disability Income (SSDI) are automatically
eligible for Chapter 688 services. Individuals who are not
eligible for SSI will be reviewed by the Chapter 688 Eligibility
Unit at the Massachusetts Rehabilitation Commission to determine
their ability to work 20 or more hours per week in competitive
employment. If the client is deemed ineligible, then he or she
has the right to appeal the decision.

191



BUREAU OF TRANSITIONAL PLANNING

In order to oversee the development of ITP's and to monitor
the actual delivery of service, the Executive Office of Human
Services (EOHS) opened the Bureau of Transitional Planning (BTP)
on October 1, 1984. The BTP has been operational for two years,
and already is transitioning over 3,000 clients. The BTP
oversees and maintains centralized case tracking and ITP
development, and monitors the agencies' service delivery systenm,
program development, and Chapter 588 related budgets.

The BTP is the administrative and organizational backbone
of Chapter 688's actual implementation. The Bureau assists 270
local school districts to identify disabled students for Chapter
688 transitional planning and refer them to the appropriate
local state agency. Each agency, mandated to serve Chapter 688
clients, has a BTP liaison in every one of their local offices.
The liaison is responsible for case work and ITP development.
There are 40 Department of Mental Health offices, 40 Department
of Social Services offices, 30 Massachusetts Rehabilitation
Commission offices, 6 Massachusetts Commission for the Blind
offices, 1 Department of Public Health office and 1
Massachusetts Commission for the Deaf and Hard of Hearing
office. Altogether, a network of 118 BTP liaisons across the
state facilitate the transitional process for Chapter 688
clients.

The BTP works closely with the Department of Education and
local public and private schools to enhance their understanding
of transitional issues and assist in the development of
transition programs within the school system. The BTP also
works closely with the Turning Twenty~-Two Coalition, a parent
and advocacy organization, and the State Legislature to promote
their understanding of client service needs and program costs,
with support for adequate state budget appropriations.

SCHOOL TO WORK - TRANSITION PROCESS

Agencies mandated to serve Chapter 688 clients include:
The Massachusetts Commission for the Blind (MCB), the
Massachusetts Commission for the Deaf and Hard of Hearing
(MCDHH) , the Massachusetts Rehabilitation Commission (MRC), the
Department of Public Health (DPH) , the Department of Mental
Health (DMH), and the Department of Social Services (DSS). oOut
of a total of 3000 referrals, 66% are referred to DMH, 26% to
MRC, 2% to MCB, 2% to DSS, 1% to MCDHH, and 3% to DPH.

How The System Works

The system is Area Based and designed to allow a person to
remain where his or her family lives. The process is as
follows:
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The local school district, through the 766 evaluation team,
makes the decision that the person may need aditional
services beyond graduation or turning 22. The student
and/or his parents may request the referral, but it must go
through the local school district.

The local school district forwards the case to the
appropriate human services agency, two years prior to the
termination of a student's special education. In most
cases, the agency the case is forwarded to is designated as
the transitional agency.

The Transitional Agency opens a client case file and
assists with a referral to the Social Security
Administration or the Chapter 688 Unit at the Massachusetts
Rehabilitation Commission to establish eligibility.

The Transitional Agency is responsible for developing an
Individual Transitional Plan. Other appropriate human
service agencies, school system personnel, the family, and
the person who is disabled, participate in the development
of the plan.

The Plan is approved by the Executive Office of Human
Services and is signed by the Secretary. The Individual
Transition Plan must be completed 6 months before the person
finishes his or her education.

INDIVIDUAL TRANSITION PLANS

Every Chapter 688 eligible client receives a written
Individual Transition Plan (ITP) developed by a multi agency
planning team. The ITP is the prototype used across Human
Services Agencies to identify a clients' residential, day and
support service needs. ITP's are also an important source of
data on Turning 22 clients. Aggregated ITP's provide client
demographics for program development, budget planning, and long
term planning for this profoundly disabled population. Services
to which Turning 22 clients are referred fall into three
distinct categories as outlined below. Appx. 7

Day services

All clients in the Turning 22 Program (including
residential clients) receive day services of some type. Figure
2 shows a breakdown of these services. Short term services
(8.0%) are competitive employment placements which are time
limited training or vocational school programs. Vocational
training (48.0%) is long term training in either a sheltered
workshop or in an integrated industry based setting like
supported employment. Day activity (26.0%) and Work Activity
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(18.0%) are the traditional non-employment related programs for
clients assessed to be in need of more basic training such as
communication and daily living skills.

The costs for day programs vary as shown in Figure 3. The
costs for short term and vocational training programs which can
lead to competitive employment are significantly less than the
day and work activity types of programs which are highly
structured environments. The cost of all day programs is
substantially less than residential programs.

Residential Services

Turning 22 clients in need of residential programs are
frequently the most disabled clients. Some of the clients
require total care in a very structured environment. Most of
these clients also attend day programs in addition to receiving
intensive residential care. Figure 4 shows a breakdown of the
differect types of residential services to which Turning 22
clients have been referred. Temporary residential services
(3.3%) are time limited transitional residences in which a
client can become independent in a short period of time. A
cooperative apartment (13.3%) is a setting in which the client
takes most of the responsibility for household tasks with
minimum staff supervision. Community residences (26.7%) and
staffed apartments (43.3%) are in greatest demand. The clients
who are referred to these programs require full time staff
supervision but are capable of some responsibility for household
tasks. A residential facility (13,3%) is a highly structured,
self contained environment where clients are closely supervised.

Figure 5 indicates the cost per client for residential
services only. These costs are far higher than the day
services.

Ancillary services

A variety of ancillary services are required by Turning 22
clients to assist them in their day and or residential
programs. These services can include but are not limited to
transportation, therapeutic services, medical services,
interpreter services and adaptive equipment. These services
have a wide range of costs but make up less than 15% of the
total costs for this population.
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LONG TERM PLANNING PRINCIPLES

The passage of the Turning 22 law has necessitated a closer
look at agency responsibility for clients, and at the critical
need for program development within the adult human services
system. Beyond the need for agency assignment are the more
complicated issues of how services will be designed, delivered,
funded and evaluated for the hundreds of severely disabled
clients entering the adult system in the years to come. The
need for the development of innovative programs and new methods
of delivering services to new clients is becoming increasingly
critical as the multiple and long-range service needs of the
Turning 22 population are identified.

Key Planning Principles

The following planning principles outline policy directions
for the growth of the Turning 22 program. These principles
represent a model -for program development for the next five
years.

o The ability of the family to care for disabled family
members should be maintained and supported through program
policy.

o Clients of the Turning 22 Program should have access to a
continuum of care, which extends from community-based
programs in clients' homes to total institutional care.

o Families should, whenever possible, contribute financially
to the cost of treatment for their family member. A
sliding fee or some other mechanism should be provided to
ensure this is done equitably.

o} Planning for residential services should occur on an
interagency basis, and should maintain, as much as
possible, the client's proximity to his or her home
community.

o] Planning for day service should be focused on the creation
of a range of employment options whenever possible. The
supported employment model which stress integrated work in
an integrated setting should be key in long term employment
planning.

o Services should be coordinated between the agencies and
through the case management process to ensure that the best
ise of resources is achieved.
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o Consistency in treatment of clients with similar needs
should be a major goal of inter-agency cooperation. This
goal is particularly important in case management delivery
models and those which use functional assessment tools as a
basis for service delivery.

CONCLUSION

Chapter 688, the Turning Twenty-Two law, has energized the
disability community in Massachusetts. The entire state is
observing growth of a planned approach for transitioning of
students with severe disabilities from school to work with
community living settings. As pioneers in the field of
transition, the BTP has laid the groundwork for a successful
future. Chapter 688 is not an entitlement to adult services,
but client programs have been granted a solid budget for FY'87.
The budget has increased 750%, from two million dollars in FY'85
to seventeen million dollars in FY'87. Over 1000 individuals
will have been served by this fiscal year end, in a variety of
work and residential settings.

Just 10 short years ago, Massachusetts took the lead with
Chapter 766, the nation's first law to guarantee a public
education to students with special needs. Together
Massachusetts faces a major challenge, to make Chapter 688 the
acclaimed critical success which Chapter 766 has become.

Turning Twenty-Two is the Turning Point.
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APPENDIX 10

Regional Service Agencies Which Serve Various Client Groups (including MR)

199






02

PSAISSUN [eT0]

ugzoz

0z $Ivd
2l SIVd
(L uoLje3L{Lqeyay |euoL3eI0N
£l uOLIe3L| LqeYdY |BUOLIRIOA
UOLIRYL| LqRYdy [RUOLRION
uoLie3L| Lqeydy [BuO(3eI0p
UOLIR}L| LqRYdy [BUOLIRIOA
L uoLIe3L|Lqeydy [BUOL3eI0
Uol3e3L|Lqeyay [euoLjeIop

O — O~

doysyaop paaaiays
+09 doysyaoM patay|ays
doysyuaom paJajaysg

1 (*0) saaeun-Kemo| [e)) uotjejaodsued
vL=0L  (L1AdY “n°r-uewydiy) uotjejaodsueda)
-9 (LLAdY "N r-uo3pny) uotjejuodsuea)

9 letjuapisay
00t Butusauag teatbooyahsy
0Lt REELN

Aaeaqiy Buipuar
Aaeuqiq Buipuay

00t 931A49S d13souberq 9ALSuayaaduwoy
S uotLjejuodsued)
8 letjuapisay
8 Letjuaptisay
82 uotijejtitqey Kegsoop
62 uotiejtqey Aeq/aop
62 uotjeyt|tqey Aegsoop
Sp uotie3iftqey Keqsoop
PSAIST 1e30] ELLYY

UBLISLAY) /3| [ LASULydoy
SULYdOH/3 | | LAUOS Lpey
PPOL /U0y (3
mgmn:m_;:z\wp~w>:wwgw
6614/z1pe)
UBLISLIY)/a| [ LASULydoy
LL3Mp®)/u033duLay
uok/a| | Lakpp3
sutydoy/ay | tAuos Lpey

9| [ LAUd3UY
u03adU LAY

Aemo| ey /Keaany
UBWD LH/uOJUL )
uoy | nj/uoyny
uoy|nj/uoyny
uaxIeua)ou/yeQ suoq
Kemo | [eg/Keaany
usydIeajo/yeanpey
Aemo | ey /Keaany
Aemo | |e)/Keaany
uaxydeU)IN/yeanpey

PLaLjhey
uaxdea)ap/yeanpey

uotLjejaodsued)
uotjejuodsueaj
Leuot3edop
leuoLyedop
Leuotyedop
|euoLyedop
{euoL3edopn
leuotLyedop
Leuotjedop

*SILNPY 40} sudpLAOUd BIRALUd TT uoLBay

S9LU4ISNPUT ddeu]
doysyaom £3tunjuoddg
Satua3ysnpur |ehoakuuay

SILNPY 4104 saepLAoug 4030R43u0IqNS TT uoiBay

wd3sAg jisued) Kemo | [e)/Keauny

waysAg |00ydg ‘03 uewyd iy

TOUT {touno) A3iunjuoddg aaaty tddississiy
3JUdPLSAY 9JeALUy

JtuL) dtaretyshsy s, K |ay

Sutydoy ‘n aixig

Aaeaqiy Buipus 924n0s3y A3 Lunuwo) yesnpey
AaeaqLy asanosay A31sasarun ajess Keauny
433u9) di3soubeiqg Ayanjuay 3sap

A3taoyyny qisued) yeonpey

PSILNPY 404 sadpLAcud B3eALug T uoLBoy

Sjuswiaedy mo| | tM
dwoH dnouy poomusaLy

uojusg usJpyiy) |euot31dsdx3 40y |00yag Ajunoy LLBYSaey

Keauany
yeonpey
Platyhey

Ryuney7ATTy

433U9) Buluted) sai3LAL}dy YaOM

493U3) |eag ua3yse] AyInjuay jsay

493U8) UOLIEPUNOY |BLUOWDK [LABY ‘(' [
*SILNPY 104 saapLAOUg 1030Ra3U0IqNS T uoiBay

SweN

(W Buipndut) sdnoag quaiyy SNOLJRA 3A43S YdtyM S31duaby 33 1Adag leuoBay

0l XIGN3ddv

201



ot

ot

vt

5S¢

PaA4asS 1SJi}

Al

3ui0d 3SJaL}

ug920¢

002 uotLjejsodsueay

satjuno) LV

Al Bututea] 3I(NPY abpiauydaag/bangsutpiey

(dn 3 gL 3be) g W/ 401

94e7 |BUOS434 PpuR Y3} |BSH SUWOH
6 juawko |dw3 pajaoddng
x6E doysy40M Paual|3uys

doys)4oM pa4a}|3ys

(dn g g1 3be) Qg (uotjepae3aa jo 3346ap

awos yitm ¢4J Ataewtaq) 00/¥WAII
padded tpuey A [eIUSBW B Lea1shyd
*|43p(3 404 uorjejsodsued]
padded ipuey pue A{43pi3

03 uotjejaocdsuea) pajiwt]
Kdeaay) yoaadg

U0 1303423y

(dn % 61 9be) 0¢ 00/¥W401
0t (uo13e30A) 34O0M
vz doysyJoM padal|ays
€L doysyaoM padaldys
09t doysy4oM Pa4d}i3ys

L1y

u3aag bulmog

Ja||ng ‘uosdutg/uebo
udaan buimog
mobse 9

SS9 LAR(/040qSU3MQ
$S3LAR(J/040QSUIMQ

satjuno) LV
SS3LAR(/040qQSUIM(]
saLjunoy LV
UOSA3pUdH/P|Ljuebuaoy

weq JaAeag
f3uno) oLyg
040qSUBMQ
U0SJ3pUBH

RIUMSI7ATE

(yW Buipniout) sdnoun 3uatL|) SNOLIEA 9A43S YILyM sa1douaby 3ILA4DS

0L XION3ddV

sjuat|d J) €2«

uo 13y A3runwwo)
493u@) A3LALIDV 3LNPY Kqunoy 8bprautyda.g

1STLNPY 40} SJ4BPLAOL4 dJeALUd A uorbay
*sajet|tjje ON

1SILNPY 403 SJIBPLAOL4 4030RJ4JU0IGNS A uorbay
eweaoued

1SLNPY 40j SA3PLAOL4 3JRALUd Al uotbay
yypeay swoy uyoldn

abe3 323fouy

sata3snpul |euotidadnxd

doysyJ4oM 3)e 3Ae)

:SILNPY 403 JOPLAOUd 403004JU0IGNS AT uoLbay

133U3) 4331504 | (IPUBM
wa3SAg jLsued] 040GSUSMQ

Swd)SAG JLSUBL|-PAJUT JBALY UIALY

Kdeaay) yo9adg

soiduk|p |eL29dS

493ua) Butuaea] sutbbiy

1SILNPY 404 SJBPLAOL4 djeALAd ITI uotrfay
soLydd0uLd

aut{Jewe}

493u3) A3runjaoddg

423ud) Burutea} snjapuels ybnH

1S3LNPY 40j SJIBPLAOLJ 1033e43U0qNS III uorbay

SWeN

{euoibay

202



201 (dn 3 61 abe) g9

oy

0§

0S
00¢

0S

0S

ATSSUN 2701 PIATSS [ET0]

(¥W Butpniout) sdnoug juai|y snoraep 9ALBS YO LyM saLouaby adtauag

ugeoe

QQ/¥W4I1
Adeaay) |edtshyq 3 Adeaay) ysvadg

{BUOL}BIOA
{eUOL}RION
(BUOL}RION
(eUOL3RIO0A

uoLjednpl pue ydrsadg
LeuOL3ed0A

S331A43S Aeq

3Lhpy pue jJuswko|dwl pauaiyays
S3ILAUIS

feg 3|npy [euOLjeIOA-UON pue
bututea) ‘juawadse|y enpiaipur
‘SUOLIRYSHIOM PaJd]|3YyS
Juswhodw3 pasayayg

ISNOK-U] pue *Juawisnlpy YoM
‘uoLyen|eA3 |euoijedlopn
SIU3WIIe |4 4933UN|OA pue
Bututea)] ‘uotyeniea3 jeuotjesop
Letjuapisay

SjuswWale |4 J4IIJUN[OA

pue ‘Bututes] ‘juswadse|q qop
uoijeanpy

Kdeaay] esishyg

93 1dsay

S321A495 AeQ paseq-A3Lunwwo)
‘letjuapisay ‘yjleay suwoy
‘3Je) |euosudaq ‘juepuaily
LeLIuapLsay ‘uoL}eauday ILPoLady
‘ouae) 9j3tdsay ‘yj|eay swoy
‘3J4e) |eUOSUI{ ‘Juepually
‘Yydeaung jusueyq ‘suae) ajtdsay

LI LY}

0l XIQN3ddV

weyp [0/9bueage
UOSUIJ AL/ | [ LASLNOT
Kqlays/a | (1akqays
UOSJJJaL/aL [ LASLNOT
UOSU3} 180/ [ LASLNOT
UOSUBJ 3L/ [ LASLNOT

UOSUB 4430/ L LASLNOT
UOSJU3}J3L/D| | LASLNOT

3L 1ASLNOY

3 [LASLNOT

dLLLASLNOT

I LLASLNOY

3L tASLNOT
3| LASLNOT

pPOOM}SaU)
3L LASLNO]

9| LLASLNOT
3| L Lakqayg

3 LLASLNOY

$313Un0) 331(|ng
3 weyp|o uosJajjap

ATUNO37ATT)

abpo axeq uepa)
A391205 |eag 4a3se] Ay
433u3d) bututea) jeuoijesop uewdog
S9ILAIBS |[BUOLIBIOA YSLMAL
uaaeyabplag
putig 8y3 404 sataysnpuy Ay

*OUIl ‘yousesasay %

‘Yl1eay ‘uoLIRINPI 404 UIJUI) euR LYINFUIY

*oul “AYdNJUdY JO SILUISNPUT [ | LMPOOY

ISILNPY 404 SUdPLAOUY 33RALU4 TA uoLBay

BqUN 0] 3§

dQ 40j 433Ud) 3ISamyinog

S3JLAJDG PALYLSUBALQ 3| [LASLNOT

doysy4opM A3Ltunjuaoddg puejybiy

S321A43§ Butunyoeynuey woisn)
Butaty A3 tunuwo)

Juswho | dw3 £31unwwo)
BuLaLty a0y abayjo0)

a3 LA49g Adeuay) [edtshyg
weaboagd a31dsay Ajuno) Aq|ayg

S|ENPLALPUT 404 suotidp

SUIZL}L) papae3Iay 40} {1ouno)

ISILNPY 404 SUBPLAOU 4032RUUOIGNS TA uoiBay

Leuoibay

IWEN

203



PIRIISUN [¥30]

»79
%92
x9¢€
x€¢
xSl
xl

(¥W Butpnout) sdnouag JuatL|) SNOLJIBA dAIIS YILYM SILIuaby 83 LA43S

ugeoe

“sajeL|1j4e ayy Aq pansas aAey 03 $32e43u0D 3aed dwod s3uaL(d 3y} A|uo dae saunbiy 3say].

UOLJRIRA/YAOM
uotjelL|iqey Aeq/|euotiedon
uotjelt|tqey Keq/BUOLIRIOA

j40ddng Bwop-u] pue |eL3uapLsSay

uotjeit|tqey Aeg/ d0A
Le3juawdo |3Aaq
Lejuswdo | 9Aag ‘340ddng awoy-u]

letjuaptsay

Letjuaplsay

34Ns 137 ‘23y

Y3 {eaH suwoy

‘94e) |euosSJ4dd ‘IJuepusally
Y3{eaH BsuwoH

‘9J4e) [PUOSUI4 ‘3Iuepuldlly
Y3 |esH suwoy

‘34e) |eu0S4dd ‘juepulally
Y3} ey duwoH

‘4®) |BUOSUdd ‘Juepuldlly
Y3l |eaH SuwoH

‘94e) {PuOSJU3dd ‘JuepuaI}Y
Y3 {e3H BuwoH

‘a4e) [euosSadq ‘juepuailly
YyieaHy awoy

‘8ae) [euosa3d ‘juepually
Y3 (esHy swoy

‘aJ4e) |euosaaqd ‘juepually
Y3 |esH SwoH

‘9J4e) |euU0SUdd ‘Juepually

LLLYS

0L XION3ddV

uojbutao)
340dmMaN

LL9Y23tW "34
J40dmMaN
ERIIERI |

9| LASLNOT
[ LASLNO]
aLLLAsLNOT
aLLLAsLno]
3L LASLNOT
3Ll LASLNO]
3L LASLNOT
3 L1ASLNO]
3L LASLNOT
3L tAsLnO]
aLLLAstno]

3L LAstno]

IUNTI7ATTy

jutod 38yj
suoL}3daduad MaN
poompay
wad}-buoy/3a0yg
JVMve

{eas 433se3
aJae) swoy pajLun

$SILNPY 404 SABPLAOL4 J03Jeaju0agng IIA uoibay
S9ILALSG JAR) |eLIuUapLsay

aue) Ajrwey

UOL}BAUIIY pue SyJAed 0433

sdaujaed 94e) IWOoH

S8 LAJIG 34e) Y3} [BSH pue BwoH

BLLLASLNOT JO "JUT 493339 3LS 9M

*3U] ‘9| [LASLNOT 40 UOLIELIOSSY 3SANN Butjisip
S8J1A48G B4e) yj|eay uyoldn

Butsany A3ng ajeatad piedg

371A13S 8ue) Bwoy aae) K3iL(en)

S821A43S Y3 (edH A3 iunuwo)

*JU] ‘sJapuajaae)

:PaNULIUOY SJBPLACLY d3eALUd IA uoLbay

SWeN

Leuobay

204



ugzoe

[euOL3RI0A

Kdeasy] earshyg

Buiuasuag (editbojoydhsy

Kdeaay} ydz9adg

letjuaptsay

LetjuapLsay

Kdeuay] (estshyd

Adeaay) (eatshug

Kdeasay) teaishyd

. Kdeaay| (eaishyd

£31AL30y 3| npy

Kdeaay] (edishyd

Kdeaayy (edtshyd

sJ4apaosig

UOLIBI LUNWOY) | [® J0) UOLFen|eAl

Letjuaptsay
uoijejaodsuea )
0SL Kdeaay] ysraadg
£oed0Apy
PATSSUN TET0] PRI TeT0T LIS}

, uoSuyor/ew|ayj
UOSUYor/a| [LASIULRY
uosuyor/ew|ayy
pko(4/6angsuoysaay
pAot {/6anqsuolsauy
utjjobep/apLAsaak | es
phoL 4/ [3moQIK
pho|4/utjaey
Njtd/aLLLAdyLd
pko|4/6anqsuo}sady

330L(13/LLLH BALLO
9JUdJUMET /S LNOT

pKkog/pueysy
pkog/pue|ysy

9JudJo| 4
uo3buiaQ)
uojbuiao)

Tuney78T1)

493U8) "qeyay 'I0p

Le1Ldsoy 8 [LAsjuLeg

*qeyay °'J20p Ay uuaajse]
436b1ay "y

awoy-tuty Ajuno) phot4

Z sawoy-tuty A3uno) utyjobey
. HYV [ 13M0QOW
Aem 3y3 jo0 Apeq ang

1€31dSOH 3SLPOYIAN 3| [LAd)Ld
tejidsoy teuotbay spueybiy

ISILNPY 404 SAAPLAOL4 dFRALAd IX uoLBay
SJ4032e43U03qNG ON

1SILNPY 4034 SUBPLAOLG 403DR43U0IGNS X uorbay
| 493u3) A3 Lunuwo) yJeis

{ejtdsoy A3Lunwwo) estno’
Le3tdsoy ‘s, 433ybneq s,buty

433ua) Buraeay g yoeadg (eag 4a3sey SCLITLE

ISILNPY 403 SudpLAOUg dJeALAd X uoLBay

s3Lnpe 40} saapiaoad 3jet|Lije ON

$SILNPY 1034 SUIPLAOLd 403Iea3U0IGNS X uoLBay
sawoy Buturea] A3iunwwo)

ISILNPY 404 SUIPLACL4 403DeaJU0IQNS TITIA uoLbay
JLsueaj AYoNjuady udayjJaopn

493U8) [eag 433se3 AYONJUIY UJAIYFAON

£3on3udy uddy3LON 40 AJBD0APY SUIZLIL)

{SILNPY 404 SUAPLAOL4 BJeALdd TIA uoirbay

SWE

(34 Burpndut) sdnoan JuaL|) snoLaep 9A43S YdtymM salduaby 831A4ag |euoLbay

0l XIOGN3ddv

206



Lt
(dn 3 6| 9be) 6/1
o€l

ov

02
S¢

pIAISY €301

(¥W Buipn|out) sdno4g JuaL|) SNOLIBA 3AIIS YI LYW S3LIUBDY 3D LALSS

u9ene

aouaptisay DHuiwaey
0a/4W401
doysy4oM Paaal|dys

uotyejaodsued

. Adeaay] (eaishyd
Adeaay) yoaadg pue *3a0ddng
aWOH-UT ‘u0L3u3AL3UT K(ue]
£31AL30Y Y40H

doysy4oM pasai|dys
doysyaoM padal|sys
doysyJoM pa433}|3ys

ELLYY

umoiyabuaoan
9139Kke j/u03buLxay
93139he 4 uo3buixan

{Lossny/sbutadg [Lassny
saLjuno) |V

L)}Se [ Nd/39543W08
1)Se|NJ/33S43W0S

1129/0409S3|PPLH
uej4eH/ue [JeH

Ka3tym/utgao)

wae4 3sand
sndwe?) uo3Buixa-uot3dadxy

uojbuixai 4o doysyaop A3tuniaoddg

:SILNPY 403 SJI2PLAOL4 dBALAd AX uoLbay

papiaoad saweu ON

1SILNPY 404 SJIPLAOL4 403DeUFUOIGNS AX uoLbay

wa3sAS JLSuea] B34y pue|aaqun)

43 LB3H SwoH pueidaqun) axe’

y3e9H BwoH puel4aqun) 3ye]
satajsnpul 3dtade)

:SILNPY 404 SIBPLAOAY d3eALad AIX uotbay

papiLAoad saweu ON

“ma~=v< 40} SJBPLAOLJ 403I0AJU0IGNS AIX uoLBay

doysy4opM Pa433|3ys 0409SaPpPLu

doysy40M Pa4d3(3ys -ue|4ey
doysy4oM Pa4a3{3yYsg uLgao)

1SILNPY 404 SJSPLAOLd dJeALAd ITIX uoibay

s1032e43U009Nng ON

:SILNPY 403 S.8pLAO4g J030ea3u03qNS TITX uoibay

papiaoad uoijewsojut 03 Buipaolde S4SpLACId 93eALldd ON

TJUn037%31)

0L XION3ddv

1S1LNPY 103 SABPLAOLd djeALAd TIX uoLbay

$4032843U02GNS ON

1SILNPY 404 S4BPLAOL4 103D€43U0IQNS TIX uobay

Leuo b3y

SweN

206

















